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INTRODUCTION

This Compliance Report is submitted pursuant toMieenorandum of Agreement (“MOA”) between the
United States Department of Justice (“DOJ”) and $iate of Delaware (the “State”) regarding the
Delores J. Baylor Women’s Correctional Instituti¢fBWCI"), the Delaware Correctional Center
(“JTVCC")?, the Howard R. Young Correctional Institution (“MRI”) and the Sussex Correctional
Institution (“SCI")? The purpose of this Compliance Report is to mtevthe DOJ with current
information regarding the State’s progress impleingnthe Delaware Department of Correction Action
Plan dated April 30, 2007 (the “Action Plan”), astips taken by the State to ensure compliance with

each of the substantive provisions of the MOA.

1 On June 3, 2008, Delaware Governor Ruth Ann Miner signed a bill renaming the Delas@etional Center,
the James T. Vaughn Correction Center.

2 Baylor, HRYCI, JTVCC, and SCI are also referred to individually a “Facility” and collectively as the
“Facilities” in this Compliance Report.

3 This Compliance Report is prepared entirely as a result ofahmpromise of disputed claims brought by the
United States Department of Justice against the Statelafvre. Nothing contained herein shall constitute or is
intended to be interpreted as an admission of legal liability dndependent statement of fact. The statements
contained herein are intended to be without prejudice to future orecallégal actions, defenses or positions on
behalf of the State of Delaware, or its agencies, depasmant employees. Additionally, the statements and
documented actions by the State contained herein are subsequentlrereagiaes as set forth in Federal and State
Rules of Evidence 407 and are taken with the express purpose toatenaey identified deficiency in the provision
of services to inmates within the custody of the State of Delaware Depadfr@orrection.
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EXECUTIVE SUMMARY

Since the initiation of the Memorandum of Agreeméstween the State of Delaware and the US

Department of Justice, DOC has invested heavilgnproving its correctional health care system, desp
growing scarcity of resources. DOC has restrudtute Bureaus to create a Bureau of Correctional
Healthcare Services (BCHS) and hired a team oflyighined clinical and administrative professianal

to develop site-specific and systemic programsnrove health care services across the State. R¥3C
dramatically improved its receptiveness and respensss to public, State and Federal concerns for
individual and system-wide health concerns, andufh BCHS, is implementing strategies to address
and prevent deficiencies in the correctional hee#ite system. The evidence of this can be seeh mos
clearly in the sustained improvements at two ofRheilities monitored under the MOA, BWCI and SCI.
As a direct result of DOC commitment to changirggdtilture and its organizational structure to pitevi

better care for its inmates, these two sites aae sibstantial compliance with the MOA.

The remaining two sites, JTVCC and HRYCI have seeme improvements, but have had difficulty
sustaining positive changes over time. The printagson for this has been the inability to maintain
stable health services leadership at these sitééithout stable leadership, improvements are not

maintained and line staff are not accountable &ypihg to identify and fix problems at the sitedév

Compliance Audit for June 2009
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Graph 1: Inability to sustain leadership in health services appears tchéeprimary reason for continued
deficiencies at HRYCI and JTVCC. More BCHS/DOC time agsburces may need to be devoted to oversight of
these sites to achieve sustainable improvement.

The chart aboveGraph 1) reflects the current status of the four Fac#itmvered by the MOA. Each
quarter, BCHS performs an audit of the sites alimuy important categories: Intake, Specialty/Checoni
Care, Mental Health Services, and Sick Call & Madan Administration Records (MAR). These audits

are performed so that BCHS can assess the perfoemahits clinical services vendor, CMS, and
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determine where and what type of corrective acsorequired to improve quality of services. Grdph
shows that BWCI and SCI are substantially compl@napproaching substantial compliance across all
four categories, while JTVCC and HRYCI continue experience difficulty in attaining substantial

compliance in a number of categories.

Graph 2 shows Facility performance on contractualita over time. The first bar of each of the four
clusters shows the contractual audit results ab#dggnning of the MOA. The middle bar of each fué t
four clusters shows the contractual audit resalés uarter, and the last bar of each cluster shbers

contractual audit results for this quarter.

Comparison of Aggregate Compliance Audits
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Graph 2: DOC efforts to improve its correctional health care systembeaseen in the improvement in quality of

care at BWCI and SCI. Both sites have sustained thesevarpents over time. JTVCC and HRYCI have shown
periods of improvement but have not achieved sustainability. BCHS actisely devote more of its scarce

resources to developing leadership at these two Facilities.

The graph demonstrates that BWCI and SCI have stst@ady and sustainable improvement since the
beginning of contractual audits in 2007. HRYCIlwk@eriods of un-sustained improvement and current
problems with provision of health care service3VGC shows marked improvement from last quarter,

but performance does not appear dramatically ingadvom the beginning of contractual audits in 2007

In order for DOC to maintain the quality of careBWCI and SCI, and achieve sustainable improvement
at JTVCC and HRYCI, more BCHS time and resourcestrbe found to devote to oversight of these

Facilities.



PROGRESS
Effective July 1, 2009, the State entered into a-pear contract extension with Correctional Meldica
Services (“CMS”) to provide medical and mental leakrvices to the inmate population housed aifall
the Department of Correction (“DOC") facilities cinding the four Facilities subject to the MOA. dén
the contract, CMS is required to fully staff thedioal and mental health services provided to oféead
housed at all DOC facilities. CMS employs a RegloMedical Director, Regional Vice President,
Regional Ombudsman, Regional Manager, Regional &leHealth Director, Regional Psychiatry
Director, Regional Dental Director, Regional MediB&cords Supervisor and State Director of Nursing
(“DON"). Further, at each Facility, CMS employssite Health Services Administrator (“HSA”") and
DON to oversee the medical and mental health caréiged to the inmate population. A minimum level

of staffing is contractually required.

Contractual Audit Tool:

An Audit Tool was implemented under the Third Ameraht to the previous service contract between
CMS and DOC. This Audit Tool was approved by DanRld Shansky, Chief Medical Monitor and
carried forward into the July 1, 2009 CMS contradthe Audit Tool was designed to evaluate CMS
compliance with written performance standards #ratbased on standards established by the National
Commission on Correctional Health Care (“NCCHC"ME protocols in effect at the time of the audit;
and any policies, protocols, procedures or clingahways currently existing or adopted in the feitoy
DOC. Pursuant to the service contract, auditsparéormed on a quarterly basis in the areas okinta
Chronic Care, Specialty Referrals, Mental Healthrvises, Sick Call visits and medication
administration. This audit mechanism providesfiioancial penalties that are imposed if CMS does no
achieve specific compliance targets at a Faciliby.addition, at the end of each audit period, Ci¢lS
required to submit a specific Facility Correctivetidon Plan based on the audit results. This essiinat
the Facility has a plan in place to address defaes found during the audit process and use theeps

to improve systems issues. The most recent cdantilaaudit was conducted at all Facilities durihg t

week of June 1, 2009 (the results of these auditde seen iGraphs 1 and2).

Substantial modifications and improvements to tletal@are Automated Correction System (“DACS”)
medical module, which are described at length i &ction Plarf, were implemented at all DOC
facilities. Additional enhancements to DACS anddinal vendor staff training are ongoing. The

updated DACS medical module serves as a vital ftmoénsuring compliance with medical and mental

* Seethe DOC Action Plan, Section 3available at:
http://doc.delaware.gov/pdfs/Delaware%20DOC%20Action%20Plan.pdf
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health care standards. Further, the updated DAG®m allows the DOC and CMS to obtain statistical

information regarding types of inmate care beingvted and areas of need at each of the Facilities.

EMR:

Further, the DOC has recently completed an eleictnmredical records (“EMR”) study. The purpose of
the study is to determine what type of EMR will m#ee distinct needs of medical and mental healtle c

in a correctional setting. The team met with vasionembers of the medical and mental health siaff t
discuss documentation requirements; acute and ichtwealth care access; work-flow optimization;
monitoring and reporting requirements; complianssués; scheduling, diagnostic and laboratory
capabilities; emergent and non-emergent off-sitdioa management; Continuous Quality Improvement
(CQI); and other issues critical to provision ofalte services. The contractor retained to perftnm
EMR study generated a suggested Request for Pigg®&¥aP), and this RFP will be used to solicit EMR
vendors who can meet the specific needs detailedeirRFP. The DOC is hopeful that once an EMR
vendor is selected, implementation of an EMR cdiddcompleted at all Facilities by mid- to late 2010
The use of an EMR is expected to eliminate the rieed paper record and assist with the continofty
care for inmates. An EMR is also expected to elate filing backlogs, lost charts, and the existeof

multiple charts created for the same offender.

BCHS:
As is noted briefly above, the Bureau of Corrediddealthcare Services (BCHS) was created since the
last Compliance Report. This Bureau is the fourtirédu in the Department of Correction, and its

creation was recommended in a health care studywémconducted and completed in 2008.

Growing Self-Auditing Capacity:

BCHS has made significant progress in its abilgyaudit all Facilities. In addition to the qualyer
contractual audits, BCHS solicited the audit toaasded by the Monitoring Team to ensure that critical
areas of inquiry were comprehensively addressed nmultidisciplinary manner. The tools provided by
the Monitoring Team were used to augment DOC conhied audit tools, and are now being used to
conduct audits very similar to those performedh®y Monitoring Team. SCI was the first site audivgd
BCHS with the new audit tool, in May 2009. BCHShdacted an audit of SCI prior to the Monitoring
Team'’s arrival to the Facility, using the Monitagifeam’s methodology. Results of DOC’s audit were
provided to the Monitoring Team at the Facility feedback and comparison of their findings during

their monitoring of the site.



DOC then conducted an audit of BWCI prior to theriloring Team’ June 2009 site visit. DOC findings
obtained by different reviewers over multiple asgitoduced similar results, suggesting externadiial

of DOC audit tools. External validity in this corteneans that the results of the audit tools ajeative
and generalizable; the findings are fair becausatidit tools’ measurement does not change fromicit
site or from auditor to auditor. The results weealed prior to the Monitoring Team visit and were
provided to counsel. The Monitoring Team then aaned their audit and presented their findings. @O
audit findings were highly convergent (approximatéD% convergent) with those of the Monitoring

Team. The primary explanation for the small diegree in findings was twofold:

« DOC samplesizeswerelarger: Larger sample sizes are more sensitive to highiyrrent issues
symptomatic of site-specific deficiencies, and gheespective to anecdotal events.

» DOC compares Facilities Statewide: Comparison of a Facility’s’ performance to that aif
other Facilities in the State, in addition to aifgts individual improvement, tended to make
DOC findings more critical than the Monitor’s fimds.

Consistency of DOC findings with those of the Monitg Team suggests external validity and growing
DOC capacity to self-monitor the State correctidmedlth care system. That DOC findings are at less
critical of the system as the Monitors’ findingsggests that DOC has adopted appropriate internal

standards for quality control and understands tomeasure performance against those standards.

BCHS employs both quantitative and qualitative rodtiogies in its audit processQuantitative
methodology asks, “how much” or “how often” did setimng occur. It also allows objective observers
to confirm and replicate audit resultQualitative methodology gives context to measurements- in this
case, it provides information on the quality offpenance (no matter how many times it has occurred)
and the appropriateness of interventions. Quad#ahethodology also lays the foundation for romise
analysis of site-specific problems and customizpdr@aches to solving systemic issues. Qualitative
techniques included interviews with site administe@and clinical staff. This is a primary advageeof
State self-auditing, particularly in correctionatdicine, where individual sites can have distindtures.
BCHS has demonstrated capacity to self-audit itseectional health care system. This achievemest ha
been the result of BCHS’s focused efforts overpgast three years to progressively formalize ovatsif
health care delivery. This can be broken downihtee distinct phases:

» Phasel: BCHS began by tracking and cataloguing anecddtisgiecific breaches in health care
delivery.

 Phase Il: BCHS analyzed these qualitative data to distdhfrrecurrent issues the site-specific
7



and systemic deficiencies in performance; BCHS tiheveloped focused, objective contractual
audit tools to assess quality of services and pmdace of site staff and CMS corporate
leadership.

 Phase IIl: BCHS augmented these quality-assurance metricsobgiting and incorporating
Monitoring Team tools into a multidisciplinary, dgous process of quantitative analysis. BCHS
has continued to improve its monitoring rubrics ibgreasing sample sizes to ensure external

validity, and by refining auditing tools for intexhwvalidity of assessments.

PROCESS
As DOC's capacity to self-audit evolves so will thieucture of its compliance reports. This report
demonstrates this evolution. SCI and HRYCI findingeflect previous contractual DOC audit
methodology; BWCI and JTVCC findings reflect thewnecomprehensive audit methodology.In

subsequent compliance reports, all site findindsreflect the comprehensive audit methodology.

In brief, contractual audit findings measure whethenot a metric is present. MOA-style auditsoals
measure the quality of a metric. A contractualitwes done for all sites: 240 charts were audited
JTVCC, 310 charts were audited for HRYCI, 150 chavere audited for BWCI, and 265 charts were
audited for SCI. MOA-style audits required reviewcharts in addition to the charts reviewed fag th
contractual audits. The sample sizes of the MGQAesaspects of the comprehensive audits ranged

widely, depending on the metric evaluated and tiieause of charts containing the metric.

®|.e., the contractual audit tool augmented by audit tools provided by the Monitoring Team.
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MEDICAL AND MENTAL HEALTH CARE

(1) Standard:

DOC continues to strive for compliance with eachstantive standard set forth in the MOA. BCHS and
CMS meet weekly to address problem areas and ws$tatoinelines and plans for addressing these
concerns. Additionally, BCHS solicited advice frexperts and consultants when needed. For example:

BCHS worked closely with the Monitoring Team expetd draft and revise any additional
policies and procedures as necessary. The Mamitdream also provided advice and instruction
on self-monitoring techniques, methodologies amt@sses.

* The Delaware Department of Health and Social SesvitDHSS”), Division of Public Health
(“DPH”) was consulted regarding immunization angnoounicable disease reporting practices.
In addition, DOC has been working with DPH on obitag and administering hepatitis and
influenza immunizations. Both immunizations areecéd to correctional staff and the offender
population.

 BCHS is also working with DPH regarding possibleVHbyphilis, gonorrhea and chlamydia
testing of offenders. Currently, syphilis testiig being conducted at Baylor Women's
Correctional Institution. Additional testing wilkeltargeted to those offenders who are at high risk
of contracting such diseases.

* BCHS worked with the Delaware Division of Substadaise and Mental Health to develop
protocols for providing methadone maintenance &gpant opiate addicts incarcerated in a DOC
Facility, in accordance with MOA requirements.

* BCHS consulted with the DHSS, Office of the MediExlaminer (“OME") regarding autopsies

and medical file reviews of all offenders whosetteaccurs while in DOC custody. OME is

conducting full autopsies for any inmate death ttaturs while the inmate is in custody.

(2) Policies and Procedures:
On November 19, 2007, the DOC implemented its heazlte policies under Chapter 11, Health Services

of the DOC policy manudl. In addition, DOC has just completed updatingbécy manual to reflect
and incorporate the latest NCCHC protocols, MomiprTeam recommendations, and any necessary
revisions. During the 2009 site visits, site-speqrocedures for all Facilities covered by the M@ere
provided to the Monitoring Team. At each site, khenitoring Team reviewed the procedures and gave
suggestions for edits and additional procedureke Monitoring Team’s comments were implemented

® The DOC Health Services policies are available at http://www.deevdet.gov/ (see Chapter 11).
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into the site-specific procedures and all revisedsimns were sent to the BCHS and the Facility for
implementation. When necessary, the DOC has alsdted the views of DOJ experts on correctional

health care policies and procedures.

(3) Record Keeping:

(&) As noted above, the DACS updated medical neoghals implemented in 2007. Enhancements to the
medical module were made in the areas of intakeesimng, appointment scheduling, medical transfers,
chronic care, sick call, outside consult trackitrgcking care provided to pregnant offenders, menta
health care, administrative segregation, denta,aard general reporting functions. CMS has eStadxi

a policy that designated staff members are to bigiasd “Super User” status for training purposéhe
“Super User” is responsible for providing ongoindCS training to medical and mental health staff at
each Facility. Further, CMS has established DA&thing as part of its new employee orientation
process to ensure the staff is aware of the DACStions available and able to use DACS effectively
before starting employment at a DOC Facility. Aubdhial enhancements to DACS have been

implemented and periodic upgrades and improvemer®A\CS are anticipated.

(b) As previously noted, CMS now employs a Redidiadical Records Supervisor. The Supervisor
has been to all Facilities to provide training, umesmedical records are current, and assist wigh th
archiving process. The BCHS and the Regional M#dRecords Supervisor continue to work
collaboratively to ensure that medical recordsuariéorm at all Facilities and implement any suggest
made by the Monitoring Team. All Facilities usarafied record. As of July 31, 2009, CMS repohatt
all Facility medical records positions required enthe DOC-CMS contract are currently staffed.

BWCI:

Record Keeping at BWCI is improving, however defigiies remain. Documentation of rational for
patient management is of particular concern, ato@mentation of discussion of treatment plan br la
results (especially normal results) with patieniARs were backlogged one to two months in terms of
being filed in the patient record. Critical infaation on blood sugar checks for diabetic patierds tept

in a paper log manual in the infirmary without comgtant information in the medical record. Pregrnan
testing was also an issue; on at least two occasib@C auditors identified patients with negative
pregnancy tests with a handwritten comment reattiest kit not available”. BCHS worked with the

CMS site leadership to assure that pregnancy issale available.
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JTVCC:

Record keeping at JTVCC continues to improve; hamethe system in place for ensuring laboratory
reports be filed in charts is problematic. Addiadly, the audit revealed a problem assuring that t
provider reviews results. BCHS is working with siéadership to assure that post orders identify the
specific individual responsible for collecting labtory results and presenting the results to tleiger

for review (see MOA paragraph 4 beldwedication and Laboratory Orders).

Record keeping issues related to specific MOA paatts are described below in detail.

(4) Medication and Laboratory Orders:

DOC policy requires that Facility medical staff eres timely responses to medication orders and
laboratory tests. Practitioners have access thraugecured Internet portal to view lab resultsnfithe
laboratory services vendor. Use of logs to tragleliness and ensure labs are being properly fatbw
has been encouraged at all Facilities. Faciligeffir issues regarding transcription, implemepotatnd

follow-up are being addressed.

The Audit Tool is also being used to monitor comptie with DOC policy. Prior to the audit, offender
charts selected are based on the type of psychotmedications the offender is prescribed and the
required laboratory testing that needs to be comglen a regular basis. Due to the potential sifbets

of psychotropic medication, the need for reguldrolatory testing is crucial to ensure that offesder
receiving the psychotropic medications do not dgvdévels of toxicity. High levels of toxicity cdead

to drowsiness, cardiac conditions, coma and evathde

DOC is working with CMS to develop a new systenetsure that any laboratory reports for a Facility
are reviewed by a physician and placed in the na¢dile immediately after review. Abnormal critica
lab results are to be referred immediately to thecall physician; abnormal labs not of a criticature
are reviewed by the physician the following dayd afi other labs are reviewed by physician on dineu
basis. There is to be a nurse assigned to reviglalvoratory results at every site who is respdaditr

collecting and triaging lab results.

BWCI:
DOC policy requires that Facility medical staff eres timely responses to medication orders and
laboratory tests. BWCI demonstrated a high rateasfipliance in laboratory testing for offenders on

psychotropic medications. All charts selected tfoe audit indicated that when an offender required
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regular laboratory testing for psychotropic medaad, the labs were ordered by the psychiatristewe

performed timely, and proper follow-up occurred.

Review of offender charts requiring psychotropiadimations be verified and ordered within twenty+fou
hours of their arrival to BWCI indicated that 83%dlmose offenders received their medications withm
required time frame. The majority of charts revaefor timely medication re-orders indicated that
medications were re-ordered and provided to thenolér in a timely manner. One chart reviewed
showed a medication order that was 10 days lagep#tient had to put in a sick call slip to receive

appropriate medication.

Psychiatric medications were renewed in a timelymea and adjustments were made based on patient
report of symptoms. Bridge orders were routinedynpleted, however in each of the intake records
reviewed for inmates who were on non-formulary roatibons when they arrived, the inmates were
placed on a formulary medication after being segrthe psychiatrist. It was unclear if any of these
patients had been tried on these formulary medicstiin the past or if those attempts produced

unsatisfactory therapeutic results.

The MAR was up-to-date in 75% of intakes reviewEde time to chronic care clinic visit from initial
intake was timely (occurred in under 7 days) in 3@%harts reviewed. Consults from the chroniecar
clinic were followed up in 92% of charts reviewégbs were ordered from chronic care visit, followed

up on, and reported to the patient in 40% of chastgewed.

MARs were compliant in terms of administration; queteness of orders; and date, time and signature
documented, in all but one aspect. One nurse stemsly failed to sign the document. 40% of MARs
sampled had documentation in progress notes. ¥dhte and time of transcription noted. 10% did
not have time noted, and 80% were accurate. On& IvBviewed had no start date noted. One had a
start date that was a day later than the ordetradscription error was noted but did not appearatase

ill effects. 80% of orders written were initiatedthin 24 hours. 20% of charts reviewed had na state
noted on MAR but were started within 24 hours. uéssrelating to missed medications are improving,

and medications are being discontinued in accomaiith provider orders.

Difficulties with effectively bridging inmate’s mézhtions when they arrive at BWCI continue. A revie

of records for recent intakes, acknowledged byrimntgvs with staff, indicated that inmates oftenfgpa

significant period of time before medications aeseumed. Further, when the offender then receives th

medications they are not the same medicationsweeg stabilized on in the community. In additiom, i
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two records reviewed, the psychiatrist indicatediritended to order a particular medication on his
encounter note, but never actually ordered the catidn on a physician’s order sheet. Therefore, the
inmates never received the medication. A trandonperror, not related to medication, was notedrie

other record. The audit also revealed that thelpagyrest often did not sign medication consent ferm

SCI:

Contractual audits indicated offenders on psyclpatranedications at SCI received timely laboratory
testing 85% of the time. Audits conducted by thenk&l Health Treatment Administrator also showed
that while lab orders were written timely by theygisatrist, there was a lag in the transcriptionthod
order and some were not completed in a timely manfiavo of the charts reviewed during the audit

indicated greater than a four-week delay in impleting lab orders.

HRYCI:

Contractual audits revealed that 36% of offenderpsychotropic medications at HRYCI received timely
testing. As noted previously, the need for latmgatesting for offenders on psychotropic mediaagiis
crucial. BCHS has requested that the Facilitydteta corrective action plan to address the daf@yi in

laboratory testing.

JTVCC:

The contractual audits indicated that 83% of thierafers on psychotropic medications at JTVCC
received timely laboratory testing. Pharmaceuicale provided by a licensed pharmacy. In the
pharmacy area hand washing is available, the sigaadequately lit, but the area is poorly organized
There is not a system in place to provide for mignithspections of the pharmacy areas. The pharmacy
dispenses medications from approved blister paskd, other approved containers, but there is not a
system in place to have strict accountability ofdinations. There were 243 loose tablets foundchén t
stock drawer. Loose medications that could be ifiedtby number or other identifying features were
Atripla, Prednisone, HCTZ, Thorazine, Stelazinero8ael, Wellbutrin, Haldol and others. The Fagilit
has a method for obtaining a short-term supply eflitations that are not in stock; however, three
instances were found where a patient had to waitnfedications beyond the 24-hour period. On
inspection, the medication area is secure, ancktiseadequate lighting and sink and alcohol saeritiz
The area is poorly organized, however, and untiBgxes clutter the room, and there are piles ohdte
that need to be inventoried. There was no food dtdound in the medication refrigerator. These

deficiencies were discussed with the site leadprahd corrective action was initiated.
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A pharmaceutical and therapeutics committee meets guarterly basis. There is a monthly report that
identifies the pharmacy utilization, list of medicas used by class, and a formulary list. Medarats
provided to the released offender on an ad-hocks ba@kis deficiency was noted and corrective action
initiated. Medications are administered from a ramted medication room and local policy for
medication is in compliance with statewide polieydgrocedures. Offenders with asthma are permitted
to keep inhalers in their possession as appropriBitere is no night locker at JTVCC, as theredih@ur
coverage at the site.

Narcotics are under double lock and key and arerasiimred from individually identified blister pask
Required signatures were present, however, there instances where a patient's medications had been
discontinued, or the patient had been releasedtrandarcotics were still in the “narc” box andriggi

counted. There were 15 instances of this noteds Ads been corrected as of this report.

Stock drawer medications were reviewed. Sixteestdrlipacks of medications were found from 2008.
This accounted for 430 pills, (including variousdivations). Thirty-eight blister packs were fouhdt

expired at the end of 2009. There were 706 medicsitbn cards.
External medications are stored separately ane @ner some stock medications. Security staffésqot
when medications are administered and assist nimsesnducting “mouth checks” during medication

administration.

(5) Job Descriptions and Licensure:

CMS reports that it continues to ensure that aff shembers are appropriately licensed and crealeqti
The Regional Medical Director conducts a peer rg\wé all practitioners on a quarterly basis. Unther
DOC-CMS contract, CMS is required to provide DOGhwan updated certification list on a monthly
basis. Once received, the BCHS Senior Fiscal @ffieviews the certification list to ensure itswecy
and request additional detail, when indicated. BR#1S also maintains routine communication with the
Board of Nursing regarding licensure and otherdsstelated to nursing scope of practice. Any issue
with licensure are further addressed during thertgqdg Continuous Quality Improvement meetings
between CMS and BCHS. As of this writing all CMSrgmnnel requiring licensure were currently

holding a valid Delaware, or multi-state compagetise.

BWCI:
Job descriptions are available for all positiorsst®rders for some areas in the nursing arenancento
be fine-tuned. All staff requiring licensure weieehsed.
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The Clinical Supervisor for mental health staffiiicensed psychologist and the Clinical Superviss
been conducting ongoing group supervision of alht@ehealth staff on a weekly basis, beginning tor
after her arrival at the facility in March 2009. dBp sessions are clinically focused, include case
presentations, and are reported as typically takihgur or more. Individual supervision is occugrom a
monthly basis or more frequently as needed. Sugierviis documented in a log maintained in the
Clinical Supervisor’s office.

JTVCC:

The Mental Health Supervisor is a licensed psyajistcand has been providing continuing supervision
of all mental health staff since 6/1/2009. In aiddif the mental health director at JTVCC has a brate

in Psychology and has been helping provide the gsacg supervision to the mental health staff since
8/28/2008. Supervision is conducted in the formnwodnthly individual sessions. Additionally, the
psychiatrist participates in the weekly mental treataff meetings and provides needed assistance.

Supervisions logs are maintained in the mentalthekector’s office.

(6) Staffing:
The DOC currently employs a BCHS Bureau Chief, vaversees management of DOC health care

services; a Medical Director, Mental Health Treatin&ervices Administrator; Substance Abuse
Treatment Service Administrator; Compliance Coaattin; Quality Assurance Administrator;
Administrative Assistant; Staff Clinician, Nurse aimmer/Educator and Senior Fiscal Administrative
Officer in the BCHS. With the addition of the BCH®edical Director, Staff Clinician and other
personnel, the BCHS now is conducting a self-moimitp process similar to the Monitoring Team'’s
efforts at the Facilities. During the 2009 sitsitg, the Medical Director trained with the Monitay
Team, becoming educated on the methodologies ust@reas targeted during the audit process. The
BCHS Medical Director also attended the medicatator training conference organized and conducted

by members of the Monitoring Team, in Seattle, Vifaggion, during July 2009.

As was reported in the July 30, 2007 DOC CompligReport, 39.15 new health care staff positions were
approved by the Delaware DOC, representing a 2@¥ease in staffing, and the July 1, 2007 contract
with CMS was renegotiated to fund those additiopasitions. The Delaware General Assembly
subsequently approved the budget required to filnedet new positions. The DOC has contractual
remedies available for addressing staffing defidies under the July 1, 2007 contract with CMS, and
continues to actively monitor performance in thieaa CMS provides the DOC a monthly report

regarding vacant positions and the recruitmentreffoeing made to fill the vacancies.
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As of July 31, 2009, CMS reported that they wemdfatl at 93.71% for all DOC facilities. CMS is
required to fill any vacancies with PRN, overtinteagency staffing to ensure that a full complenant
staff is on site at all times. CMS indicates titgirecruiting efforts are ongoing to fulfill anyiigent or
anticipated vacancies. CMS offers enhanced receut plans with incentives in order to bolster its
efforts to obtain potential employment candidatésirther, CMS reports that it has offered enhanced
orientation and cross training of current employa&sg with Facility specific research in order to

improve staff retention.

BWCI:

Stability of Leadership at BWCI remains a concdromyvever, a new HSA was hired for the site and has
begun working. Consistency of message and opegdtioversight at the site has continued to be a
problem. The DOC audit found that nursing staff wasonsistent with following protocols and

procedures.

There are 2.5 FTE masters prepared mental hedtiiciah positions at BWCI; all are presently filled

Two are fulltime positions and one is a halftimesigon. None is licensed.

JTVCC:

JTVCC HSA, Asst. Director of Nursing (ADON), andHedluling Administrative Assistant are resigning;
the last day for the HSA is August 28, 2009; tret ay for the ADON was July 17, 2009; the last day
for the Scheduling Administrative Assistant wasyJ2d, 2009. BCHS is working with CMS to replace
these positions and secure leadership of medicaices at JTVCC going forward. BCHS concerns
raised during its audit of JTVCC, were specificaydressed with CMS in meeting at DOC headquarters
on July 22, 2009. A formal corrective action pfeam CMS was submitted July 24, 2009.

BCHS interviews with CMS staff cited burnout as gngnary driver for high leadership turnover; BCHS

requested a formal staffing plan from CMS regardimy CC; CMS has initiated the following action

plan:
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Regional Vice-President Overall program focus and support for site
leadership team
Corporate HSA at Large Acting HSA through the recruitment, selection

and training of new HSA
Length of assignment 6+ months. Corporate

HSA at large starts beginning of August 2009
Director of Nursing Remaining in role as DON
Regional Ombudsman Unit Manager for the Max Unit through

recruitment, selection, and training of the
ADON and second shift Charge Nurse
Regional Labor Analyst Scheduler for the facility through the
recruitment, selection, and training of new
Scheduler

In addition, CMS has committed to swapping out&Ns for RNs on the max unit and adding a charge
nurse. Also, the CMS cardiologist is to increaaelmlogy clinic by four hours per week; the Regibn
Medical Director is negotiating with a Family PriaetPhysician to provide an additional 14-16 hrs of

chronic care clinic, pending licensure in Delaware.

There is one FTE licensed psychologist/clinicalesujgzor and one FTE mental health director who also
has a Doctor of Psychology degree and is workingampleting the necessary supervision hours for her

licensure. The mental health team at JTVCC cansisthe following:

7 FTE mental health clinician positions; all atltefi as 7/24/2009 with the exception of two
positions

» 2 Part time mental health clinician positions; position is vacant as of 7/24/2009

» 3 FTE mental health clerk positions

« 2 FTE activity aid positions

Currently, two mental health clinicians are licethes LPCMH and 5 mental health clinicians are

working on obtaining licensure
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(7) Medical and Mental Health Staff Management:

In addition to management services provided by BI@HS personnel described above, medical and
mental health staff management is provided thrahghCMS regional office in Dover, DE. The CMS
regional office staff includes a Regional OmbudspaiRegional Medical Director, Dietician, Regional
Dental Director, Regional Psychology Director, $enRegional Administrator, Regional Director of
Nursing, Regional Mental Health Director, RegioN&dical Records Supervisor and Vice President of
Operations.

Each site also has a Health Services Administ&t8”A), DON, site Medical Director and Mental Health
Director employed to manage the health care sesvitethat Facility. Due to the large number of
offenders, JTVCC and HRYCI employ an Assistant H&#h JTVCC also employing an Assistant DON
(the Assistant HSA for JTVCC runs the associateedlld facilities but has no formal responsibilitigis

the level 5 site).

BWCI:

Stability of the site management has continuedetarbissue at BWCI. The DON, site Medical Director
and Mental Health Director positions are filled.owkver, since 2007, there have been at least four
different employees working in the HSA role. DO®rked with CMS to ensure a proper replacement
was found for the positions and efforts made foemon. The new HSA began in June and CMS has
stationed corporate leadership at the site in mnfdib the new HSA. A licensed psychologist wadeatl

as Clinical Supervisor in March 2009. This is avrposition. The Mental Health Director has conéidu

to occupy his position since October 2007.

SCl:

At SCI, the HSA, DON, Mental Health Director antiesMedical Director positions have all been filled
by the same employees for over a year. The DONshamitted her resignation, and CMS will be
working with BCHS to recruit an appropriate repiaesmt. Work is ongoing to ensure that the
management of these employees is effective. CMftoRal staff is providing training and mentorship t

the SCI management team regarding clinical pegéewgveducation and supervision of employees.

HRYCI:

HRYCI also has issues with stability of managenstaff. An HSA, Assistant HSA and Mental Health

Director are currently employed. The Site MedRakctor position had been vacant since OctobeB200

CMS hired a Site Medical Director in June. The D@bkition has not had stability and is currently

vacant, with at least three different employeeslingl the DON position since 2007. DOC continues to
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work with CMS to provide adequate support to theant management staff, recruit a DON and retain

the Site Medical Director.

JTVCC:

JTVCC currently employs a HSA, Assistant HSA, DO®sistant DON, site Medical Director, Mental
Health Director and a Licensed Psychologist. Hawveretention of the JTVCC management staff has
been an issue with several different employeesgogssigned to the DON and HSA positions since 2007.
DOC continues to work with CMS to provide adequaieport to the current management staff and to

retain the DON and site Medical Director for counity of operations.

(8) Medical and Mental Health Staff Training:

CMS currently provides monthly in-service trainifog both medical and mental health staff. In daddit

all mental health professionals employed by CMS amdviding services at the Facilities are trainaed a
legally qualified to provide mental health counsglservices under guidelines established by thie $fa
Delaware. CMS has provided targeted training ® BON staff to ensure consistent processes at all
Facilities. With the recent addition of the DOC rbk Trainer, the BCHS will begin to focus on
additional areas of training for the Facilities noadl mental health and security staff. Collectvalith

the DOC Employee Development Center (“EDC"), thad¢uTrainer will work to ensure that appropriate
DOC staff is trained on medical and mental heaklkeds of offenders. All documentation regarding
training attendance, curriculum and records is kephe DOC Administration Office and is availabibe

the Monitoring Team’s review.

BWCI:
MH training is happening as a part of the weeklpesuision sessions with the staff psychologist (the
other part focuses on case review). The trainiry ltovered a number of topics, but the most remamt

focused on supervision of suicidal patents.
JTVCC:
The mental health director at JTVCC reported tHaisychiatrists and mental health clinicians have

completed the necessary suicide prevention training

(9) Security Staff Training:

Please see response to numbers (28), (32) and (43).
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(10) Medical Screening:

Intake nurses complete an intake medical and mémalth screening form using the DACS system.
DOC policies require the intake medical screeniagerformed within two hours of arrival at a Fdgili
This screening is performed by nursing staff, amcludes a mental health screening. If an inmate
answers “yes” to any mental health screening questithe inmate automatically receives a refemdl a
assessment by a mental health professional wittemtl-four hours. Additionally, nurses performing
intake screening also have discretion to refernafées for a mental health assessment. DOC policy
requires the intake nurse to call mental healtff stanediately if he or she believes the personegsos

risk to himself or others.

In addition to mental health issues, the medicakesting is structured to address serious medical
conditions, and to identify acute medical needdeditious diseases, chronic conditions, physical
disabilities, and potential for drug and alcohothdrawal. Once the information is entered into [BAC
the appropriate medical and mental health appointsnare automatically scheduled for the offender
within the required time frames. The intake scieg@murse has the ability to prioritize appointngeifit

the offender needs to be seen by a provider priar routine scheduled appointment. At JTVCC, iatak
screenings are being performed by RN staff andthkr Facilities have the DON or an RN review the
intake screening to ensure compliance with bridgieiomedications, appropriate appointments and any

other issues raised at intake are fully addressed.

To ensure that all offenders receive a full andgadée intake screening, the DACS system provides
monitoring reports indicating whether required k&acreenings have been performed and the pereentag
performed within time frames required under DOQqe$. These reports are available to BCHS, ab wel
as the HSAs and DONs at each Facility, and are ligd2lOC and CMS to ensure compliance with DOC
intake screening policies. In addition to othetnue, BCHS measures use of DACS when auditing CMS

pursuant to the contract between DOC and CMS.
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BWCI:
The contractual audit portion of the intake scragrassessed BWCI's aggregate score as 73%. Intake

assessment criteria are labeled (A) on the audit,fand include the following questions:

Intake Assessment Criterion DOC Assessment of BWCI
Audit Tool
Al. Intake screen was completed and signé 90%

by the inmate and the health care provider o

day of intake.

A2. PPD planted at intake and read within 7 65%
hours.
A3. Patients with positive PPDs are evalual 0%

within 2 weeks (CXR performed and visit wit

provider occurred).

A4. Physical examination completed within 67%
days for Prison and 14 days for Jail; within 7
days for all inmates identified at intake with

chronic illness.

A5. Physical examination addresses issues 91%

identified at intake.

A6. Pregnancy test performed at intake or 100%

refusal was signed by the inmate.

A7. For pregnant inmates, the clinical plan 100%
includes management by specialty OB/Gyn

provider.

TOTAL SCORE INTAKE (A) 73%

Tablel

Failure to show that patients with positive PPDes ewaluated within 2 weeks (CXR performed and visit
with provider occurred) yielded a score of zero Y386 question A-3. This dramatically lowers BWEI’
overall intake score because each question is lgqwaighted, although the number of PPD positive

patients is a small subset of the sample.

In addition to the contractual audit, DOC assesg®odnic care intakes using the MOA monitor tools.

There were 589 intakes at BWCI between 3/1/09 dib®. In our sample, initial intake was generally
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timely (87% timely for the DOC standard, which isder 2 hours; and greater than 90% timely for the
Federal Standard, which is under 4 hours) exceptloat was done within 4.5 hours. One patient vads n
able to complete intake initially, because she w@mbative- this led to a two-week delay in compigti
the initial intake. One Chronic Care Clinic (“COCassessment was not on the appropriate initial
baseline chronic care form (the simple, chronie agrdate form was used when patient had not been se
in CCC in over a year). An RN signature was preserthe intake form 93% of the time. In our sample
85% of intake physical examinations were completghin the appropriate timeframe.

A progress note was present in 93% of charts readewVital signs were noted in the progress notes o
67% of charts reviewed. The quality of the prognestes was 60% (i.e., 60% were accurate, included
vital signs with appropriate management, and waegrative of intake and lab information). The kea
Assessment Form was appropriately used in 100%arts reviewed (charts referring directly to Chooni
Care Initial Baseline form were considered “noniegle”). The MAR was up to date in 75% of charts
reviewed. The time to chronic care clinic visitrfranitial intake was timely (happened in under ygja

in 36% of charts reviewed. Consults from chrordicecclinic were followed up on in 92% of charts
reviewed. Labs were ordered from chronic care Msltowed up on, and reported to the patient if40

of charts reviewed.
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SCl:

The contractual intake audit assessed SCI witlggregate score of 84%.

Intake Assessment Criterion DOC Assessment of SCI
Audit Tool
Al. Intake screen was completed and signé 100%

by the inmate and the health care provider o

day of intake.

A2. PPD planted at intake and read within 7 96%
hours.
A3. Patients with positive PPDs are evalual 75%

within 2 weeks (CXR performed and visit wit

provider occurred).

A4. Physical examination completed within 84%
days for Prison and 14 days for Jail; within 7
days for all inmates identified at intake with

chronic illness.

A5. Physical examination addresses issues 82%

identified at intake.

A6. Pregnancy test performed at intake or N/A

refusal was signed by the inmate.

A7. For pregnant inmates, the clinical plan N/A
includes management by specialty OB/Gyn

provider.

TOTAL SCORE INTAKE (A) 84%

Table 2

A recent review of the intake screening procesgatdd that over 90% of the intake screenings were
being performed within two hours of the offendeasival to SCI pursuant to DOC policy. Audits
performed by the DOC Medical Director also notedttmany of the screenings contained detailed

progress notes.
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HRYCI:

The contractual intake audit assessed HRYCI withggregate score of 64%.

Intake Assessment Criterion DOC Assessment of HRYCI
Audit Tool
Al. Intake screen was completed and signé 94%

by the inmate and the health care provider o

day of intake.

A2. PPD planted at intake and read within 7 62%
hours.
A3. Patients with positive PPDs are evalual 0%

within 2 weeks (CXR performed and visit wit

provider occurred).

A4. Physical examination completed within 76%
days for Prison and 14 days for Jail; within 7
days for all inmates identified at intake with

chronic illness.

A5. Physical examination addresses issues 86%

identified at intake.

A6. Pregnancy test performed at intake or N/A

refusal was signed by the inmate.

A7. For pregnant inmates, the clinical plan N/A
includes management by specialty OB/Gyn

provider.

TOTAL SCORE INTAKE (A) 64%

Table3

Failure to show that patients with positive PPDs ewaluated within 2 weeks (CXR performed and visit
with provider occurred) yielded a score of zero JOfdr question A-3. This dramatically lowers
HRYCI's overall intake score because each questiaqually weighted, although the number of PPD
positive patients is a small subset of the sample.
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JTVCC:

Overall intake for DOC'’s contractual audit of JTV@@s assessed as 60%.

Intake Assessment Criterion DOC Assessment of JTVCC
Audit Tool
Al. Intake screen was completed and signé 98%

by the inmate and the health care provider o

day of intake.

A2. PPD planted at intake and read within 7 83%
hours.
A3. Patients with positive PPDs are evalual 0%

within 2 weeks (CXR performed and visit wit

provider occurred).

A4. Physical examination completed within 18%
days for Prison and 14 days for Jail; within 7
days for all inmates identified at intake with

chronic illness.

A5. Physical examination addresses issueg 100%

identified at intake.

A6. Pregnancy test performed at intake or N/A

refusal was signed by the inmate.

A7. For pregnant inmates, the clinical plan N/A
includes management by specialty OB/Gyn

provider.

TOTAL SCORE INTAKE (A) 60%

Table4

Again, failure to show that patients with positie®Ds are evaluated within 2 weeks (CXR performed
and visit with provider occurred) yielded a scofeero (0%) for question A-3. This dramaticallyvers
JTVCC's overall intake score because each quesdi@yually weighted, although the number of PPD
positive patients is a small subset of the sample.

Another area that was discovered to be a proble@T®(CC was offenders who had “late” intakes
completed. To address this issue the DON has &&signed responsibility for generating and revigwin

daily DACS reports that identify any offender whasmot had an intake screen completed.
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In addition to the contractual audit, DOC asses$ednic care intakes at JTVCC using the MOA monitor
tools. The intake period was from 3/1/09 and @116 our sample, initial intake of chronic cardigats

was 100% timely (under two hours for DOC standardjer 4 hours for MOA monitor standard). An RN
signature was present in 83% of charts reviewedialiQ of the intake screen itself was high (all
guestions were answered, narrative detail was prese all positive responses, and vital signs were
noted) in 94% of charts reviewed. While a progmeste was present 94% of the time, the qualityhef t
progress note was found to be high in 56% of chamtgewed. PPDs were placed and read in the
appropriate timeframe in 100% of charts review@éile the health assessment form was present in 88%
of cases, in most cases (70%) the form simply refieto the chronic care initial baseline fofrital

signs were noted in 50% of charts reviewed.

Discharge Planning at all Facilities:

At all DOC Facilities, discharge planning begingrdatke. Currently, each site HSA is responsible f
using the DACS system to generate reports on deynaérs scheduled for release within thirty dayke
HSA forwards the list of imminent releases to thwprapriate medical, mental health and dental
disciplines for discharge and after-care plannii@ischarge planning is performed for offenders with
serious medical or mental health issues, and adeaafathe plan is maintained in the offender’s ncadli
record. Pursuant to DOC policy, offenders who hagen incarcerated in a DOC facility for at lea3t 3
days (and have a chronic care condition or arecgbesi psychotropic medication) will receive a 3¢d
supply of medication upon their release. Each Ifacis responsible for maintaining logs and
documenting discharge planning for both medical amehtal health patients. Further, the Facility
Infection Control Nurse (“YICN”) has attended spézed training for discharge planning, and is
responsible for all discharge planning for offersd&rith HIV diagnoses. The Facility ICN is also
responsible for reporting all HIV discharge plamgito BCHS on a monthly basis to ensure proper
planning is being completed for released offendétis HIV diagnoses. CMS and the DOC continue to
work collaboratively to ensure proper tracking elfeased offenders is completed so inmates areseslea

with appropriate medications, appointments andahgr assistance needed upon release.

Reportable results are reported to the DivisioRwblic Health (“DPH”) for all offenders; all effartare
made to contact released offenders to discusstedpp@rdaboratory results and to ensure properviolip

and care.

" This raises questions about the utility of the form and whether there is aruojiydrt streamline the intake
documentation process for clinical staff. Conversion to EMR will likely sdiigepgroblem.
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(11) Privacy:

Please see response to (18).

(12) Health Assessments:

According to DOC policy, a health assessment ifopmed within seven days of an offender’s arrivial a
a Facility. When the intake process is compleBACS automatically schedules appointments for the
inmate’s health assessment and tuberculosis skirckeecks (if applicable), as well as appointméots
address any mental health, chronic care, or ofigaifisant health care needs identified during keta
Further, once the initial health assessment is ¢eegh DACS automatically schedules all follow up
periodic health assessment appointments. Purtmn®®C policy, a chronic care patient will be assels
based on level of acuity, but at least annuallyilevbffenders less than 40 years of age are to lhaave
periodic health assessment every five years. O&enover 40 years of age are to have a periogithhe

assessment every other year.

Under NCCHC standards and DOC policies, any offed& was previously incarcerated in a Delaware
DOC Facility and received a health assessmentmitté previous twelve months now receives an intake
screening, as well as a chart review performed bgioal staff. If the chart review and intake soirg

do not indicate any change in the offender’'s hesléttus from the prior health assessment, a ndw ful
health assessment is not required. The offendématiénd an abbreviated initial physical appointine
with a provider to see if there are any issues ti@inmate would like to discuss since his lastsidal.
The notes of the appointment are maintained irPtlegress Notes portion of the unified medical récor
to document that the appointment occurred and ssyes were discussed with the offender. Monitoring
reports generated by DACS are available to BCHSA$H&d DONSs to ensure compliance with the time
frames established under this policy and to traeth assessments.

BWCI:

The most recent round of contractual audhiable 1) indicated that only 67% of the health assessments
were being performed within DOC policy guidelindsseven days from the date of the offender’s afriva
to the Facility. When the health assessment weenpged, however, the provider addressed the issues

the offender raised during the intake screeninggss.

SCl:
At SCI, offenders received timely health assesssenB84% of the charts reviewed for the most recent
round of contractual auditgble 2). Although the timeliness of the health assessnteslf was within
the DOC policy, there were cases in which the mlewfailed to indicate a review of the intake soirg
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had even taken place. In some instances, the mowidicated that the offender had a “well checisity
but at intake the offender indicated he had a dhrdisease. No mention of the chronic disease was

noted on the health assessment form to see ifrtheder had inquired about the disease.

HRYCI:
76% of offenders received a timely health assessswaening at HRYCI, during the most recent round
of contractual auditsT@ble 3). Generally, when the health assessment wasrpegth the provider noted

issues on the health assessment form that thedeffeaised during the intake screening.

JTVCC:

Health assessment timeliness was problematic fiamdérs at JTVCC. The most recent round of
contractual auditsTable 4) revealed that 18% of charts reviewed had thetheslsessment performed
within the required seven day time frame. Howewdren the assessment was eventually performed, the
provider addressed issues raised at intake ondgakhhassessment form by also making direct natatio
on the intake screening form itself. BCHS is cuotlse investigating how to streamline the health

assessment process so that adequate informatidreczaptured efficiently.

(13) Referrals for Specialty Care:

DOC policies require referrals for specialty cardé completed within 40 days of the initial ref&ttate.

For routine requests with wait times exceeding a@sd the patient is to be seen by the primary care
physician at 30-day intervals. If the primary plian believes that the clinical presentation watsa
more expeditious scheduling of the appointment, Regional Medical Director is contacted and is
responsible for assuring that necessary arrangsnagatmade. The efforts to expedite the appointmen
are documented in the progress note. DOC poligyires follow-up requests be scheduled in accomlanc
with the outside consultant’'s recommendations @nlg®e primary care practitioner documents an

alternative plan in the medical record.

In March 2008, CMS implemented a policy requiriogdw-up forms to be used at all Facilities to assi
in tracking offender care upon return from an aléstonsult. Continual training on use of the nusin
form is being provided at all Facilities. Begingidanuary 2009, a statewide consult tracking fam i
being used at all Facilities to ensure uniform a@odsistent tracking. Further, the DOC Audit Tool
provides for quarterly monitoring of this processeinsure compliance. Any failure to adhere to DOC

policy may result in the imposition of contractpainalties on CMS.
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Specialty care referrals are also being monitoreduigh the Facility quality assurance process and
monthly reporting of specialty care logs by the iRgcHSA; BCHS reviews these reports to ensure

compliance with DOC policy. The specialty care sudhreports are required under the DOC contract
with CMS and are generated monthly. The same alpgciare consult reports are also produced by CMS
for analysis and discussion at monthly Medical AWbmmittee (“MAC”) meetings, and the upgraded

DACS system has also enhanced DOC'’s ability tcktragside consults. Problems and delays identified
through these efforts are addressed on an ongaisig by CMS and BCHS staff.
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BWCI:

Although the timeframe for the referral process wagly in all charts reviewed with corresponding
documentation from the offsite provider in 90% ohds, half (50%) failed to have the proper nursing
form filled out upon the patient’s return to BWCIn addition, provider documentation was present
indicating the results were reviewed with the offenand a treatment plan was discussed in 70% of

charts reviewed.

Specialty Care & Chronic Care Assessment Criterion DOC Assessment of BWCI
Audit Tool
B1. Timeframe from provider order to patient sitie visit is 100%

no more than 60 days; a provider will re-evalubtegatient.

B2. When patient is returned from off-site vibiere is 90%
documentation from specialty provider or notaticonf site

provider noting TX recommendations.

B3. Upon return from outside specialty appointtnére 50%
patient is seen by nurse at the facility.

B4. Patient is seen on-site by provider withigda¥s of 70%
being seen for off-site specialty care, and treatrptan is

noted.

B5. The chronic care patient is seen every 3 hsat more 65%

frequently as determined by the provider; provisi@lan

includes appropriate diagnostic & therapeutic weation.

B6. Chronic care visit is noted on CC flow shaed 75%

includes education and follow up.

B7. Patient with chronic care disease is enraheelated 95%

chronic care clinic.

B8. Problem list is updated. 95%
TOTAL SCORE SPECIALTY/CHRONIC CARE (B) 80%
Table5
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SCI:

The most recent contractual audit showed that thegss of requesting an outside referral was tinmely
95% of the charts reviewed. Further, all chartd thee documentation from the specialty providethie
chart and there were notes from the site providdicating that the results and treatment plan were

discussed with the offender.

Specialty Care & Chronic Care Assessment Criterion DOC Assessment of SCI
Audit Tool
B1. Timeframe from provider order to patient sitie visit is 95%

no more than 60 days; a provider will re-evalubtepatient.

B2. When patient is returned from off-site vibiere is 100%
documentation from specialty provider or notatimnf site

provider noting TX recommendations.

B3. Upon return from outside specialty appointtnére 100%
patient is seen by nurse at the facility.

B4. Patient is seen on-site by provider withitiays of 75%
being seen for off-site specialty care, and treatptan is

noted.

B5. The chronic care patient is seen every 3 hwot more 92%

frequently as determined by the provider; provisigdan

includes appropriate diagnostic & therapeutic wveetion.

B6. Chronic care visit is noted on CC flow shaed 70%

includes education and follow up.

B7. Patient with chronic care disease is enrahelated 100%

chronic care clinic.

B8. Problem list is updated. 94%
TOTAL SCORE SPECIALTY/CHRONIC CARE (B) 90%
Table6
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HRYCI:

Generally, the offsite process was timely at HRY&Ilfinding that was supported by the most recent
contractual audit. The referral was timely withlait one chart containing the offsite providerstes.
Further, the nursing form accompanied the chaitatohg the offender had been seen upon his reéturn
HRYCI. However, while the form was in the chattwias often incomplete. Some forms were missing
vital sign information while others failed to indie which housing the offender was placed in ugen h

return.
Specialty Care & Chronic Care Assessment Criterion DOC Assessment of HRY ClI
Audit Tool
B1l. Timeframe from provider order to patient sie visit is 100%

no more than 60 days; a provider will re-evalubtepatient.

B2. When patient is returned from off-site vibiere is 89%
documentation from specialty provider or notatiooni site

provider noting TX recommendations.

B3. Upon return from outside specialty appointmére 89%
patient is seen by nurse at the facility.

B4. Patient is seen on-site by provider withiga¥s of 75%
being seen for off-site specialty care, and treatptan is

noted.

B5. The chronic care patient is seen every 3 hwot more 52%

frequently as determined by the provider; provisi@ian

includes appropriate diagnostic & therapeutic wgation.

B6. Chronic care visit is noted on CC flow shaed 74%

includes education and follow up.

B7. Patient with chronic care disease is enraheelated 90%

chronic care clinic.

B8. Problem list is updated. 82%
TOTAL SCORE SPECIALTY/CHRONIC CARE (B) 81%
Table7
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JTVCC:

In the charts reviewed for Specialty and ChroniceG&CC) the most recent contractual audit at JTVCC
the referral process was shown to be timely withitf provider documentation accompanying the chart
45% of those offenders had proper nursing retunm$oor notes in the chart indicating they were dgen
the nurse upon their return to JTVCC. At timegehsere progress notes indicating the nurse mag hav
seen the offender, but no mention of vital signadp¢aken, which is a requirement of the nursingite
return form. 65% of the offender charts had prervidocumentation within seven days of the offeraler’
return to the site and most of the notes indicttedesults were reviewed. Very few of the providetes
indicated that the results and treatment plan veeteally discussed with the offender. BCHS has
authorized CMS to conduct a pilot study at JTVC@#tntify underlying problems in the consult praxes

and to determine how best to improve it.

Specialty Care & Chronic Care Assessment Criterion DOC Assessment of JTVCC
Audit Tool
B1l. Timeframe from provider order to patient sitie visit is 100%

no more than 60 days; a provider will re-evalubtepatient.

B2. When patient is returned from off-site vibiere is 95%
documentation from specialty provider or notatiooni site

provider noting TX recommendations.

B3. Upon return from outside specialty appointtére 45%
patient is seen by nurse at the facility.

B4. Patient is seen on-site by provider withiga¥s of 65%
being seen for off-site specialty care, and treatrptan is

noted.

B5. The chronic care patient is seen every 3 hwat more 78%

frequently as determined by the provider; provisi@ian

includes appropriate diagnostic & therapeutic veetion.

B6. Chronic care visit is noted on CC flow shaed 48%

includes education and follow up.

B7. Patient with chronic care disease is enraheelated 98%

chronic care clinic.

B8. Problem list is updated. 84%
TOTAL SCORE SPECIALTY/CHRONIC CARE (B) 7%
Table 8
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Additional records were reviewed for this spec#igpect of JTVCC’'s MOA-style audit; the findings of
this audit corroborated those of the contractualiteand provided additional detail. The healthorelc
contained a Consultation Request Form and theciimilegibly documented the service requested,
urgency (routine or urgent), and dated and sighedféorm in 90% of charts reviewed. The clinician
legibly documented the history of present illneghysical findings, and lab data that supports the
rationale for the service on the Consultation Regd®rm in 90% of charts reviewed. The clinician
legibly documented the medical history, physical Eboratory findings, and an assessment that stgppo
the need for the consult in the Progress NotesO¥ 5f charts reviewed. The record reflects that the
patient was seen by the consultant within the reguiime frames in 80% of charts reviewed. Upon the
patient’s return from the consultation appointméimg, nurse reviewed the consultant’s recommendation
and addressed any urgent recommendations in 44%aofs reviewed (compared to 45% in contractual
audit, above). The clinician reviewed, dated, anitihled the consultation report within 3 businelss/s

of the inmate’s return to the facility or receipttbe report in 56% of charts reviewed. The recgitidws
that the clinician met with the patient within fibeisiness days, (sooner if clinically indicatedyagiew

the findings and recommendations with the patierd develop a treatment plan in 33% of charts
reviewed. The health record reflected that thesuoltant's recommendations were ordered and
implemented, or a valid reason for maiplementing the recommendations was documented fiatient

is out to court, refused, etc.), and if the physicdisagreed with the consultant's recommendatians,
appropriate alternate plan of care was orderedimptemented in 89% of charts reviewed. The health
record reflected that the clinician monitored tlatignt to ensure that the treatment plan was impteed
and the desired clinical outcome was achievedhertteatment plan was amended, in 75% of charts
reviewed. In one chart, a colonoscopy was ordé@@8/09 but the auditor was unable to locate any

record of its being done. Pending podiatry andalegy consults were found.

(14) Treatment or Accommodation Plans:

Offenders with complex medical conditions whose aggment is complicated by a mental health issue,
or those patients with extreme or complex mentalthepictures are classified as Special Needs qatie

A multidisciplinary committee comprised of membefdBCHS, Facility medical and mental health staff
along with Facility security staff meets at leasinthly to discuss the offenders’ medical issueatagies

for dealing with the issues, outcomes to achievedggand plans of action on how to achieve thosésgoa

Notes from the meetings are documented in the déiés medical record and updated monthly.

Special needs management has been redefinedsiteallby BCHS to ensure special needs patients are
identified per the definition given above, and thatse patients receive optimal, methodologicaé.car

Special needs patients at all Facilities now regtiie following:
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* Enrollment criteria: The enrollment criteria forespal needs at all sites throughout the State is
defined as a patient having clinically complicateddical management exacerbated by a mental
health component; or, a complicated mental headttue (usually including crisis events such as
attempted suicide, suicidal ideation, or other Bment criteria for PCO status)

* Progress metrics: Clinically reasonable, and objelst measurable, goals for multidisciplinary
management of enroliment condition (criterion)

» Defined exit criteria: Optimal progress of cliniggdals, as measured by defined progress metrics,
is determined for each enrollee; patients reachliefjned clinical goals are removed from the
special needs roster. Patients are re-enrolleth@rspecial needs roster if their progress is not

sustained or if their condition otherwise meritereollment.

The Special Needs Committee at each Facility istidistiplinary. Committee meetings are chaired
monthly by the BCHS Medical Director at all sitexcept SCI, which is chaired by the BCHS Nurse

Trainer.

(15) Drug and Alcohol Withdrawal:

DOC policy provides that offenders experiencindheitlife threatening intoxication or withdrawal are

sent to the appropriate setting to address theidition, up to and including an acute care fagildg
clinically indicated. Additionally, the CMS RegiahMedical Director, in coordination with the BCHS
Medical Director, and in response to recommendatifstom the Monitoring Team, has revised the
nursing protocols for alcohol and drug withdrawdiraining was provided to the medical staff on the
updated protocols, and the new protocols have lmmpfemented at all Facilities. Under the MOA,
methadone maintenance is offered to pregnant offsndho are addicted to opiates or participating in

methadone maintenance program when they enteriléyFac

DOC has made arrangements for methadone maintertanbe provided through a State-approved
methadone clinic for pregnant offenders who havenbélentified as candidates for methadone
maintenance since the MOA went into effect. DO@Is® currently working with the Delaware Division

of Substance Abuse and Mental Health to develogopots for methadone maintenance during
pregnancy and notes that a specialist managingddittad offender’s pregnancy may conclude that
methadone maintenance is contraindicated in somamstances. DOC anticipates that if this occurs,
methadone would be used to manage the pregnantdtsmwethdrawal from opiates under the direction

of an appropriate specialist.
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There are currently two pregnant patients at BWCimethadone; chart review showed that patients were
receiving methadone treatment; however, the orvéomonth lag in filing MARs in charts does not

reflect methadone administration for the monthuby.J

Chart review shows that Facilities appropriatelyodinpatients who self-report substance abuse sssue
predisposing them to withdrawal (e.g., opiate apagmhol abuse) in the withdrawal protocol (CIWA).
Execution of the protocol, however, continues talbécient in terms of physician orders for enraim

in the protocol and consistent documentation ofepatevaluation at each shift. In samples from all
Facilities, few charts had consistent documentatigmatient evaluation at every shift (i.e., themere not
three CIWA evaluations filed each day). A physicader for enroliment in the CIWA protocol was
inconsistent, with one site (BWCI) not requiringphysician order for enrollment (i.e., there was a
standing order for enrollment of patients sufferiram substance abuse issues) and the other sitérsgh
no clear policy on whether or not a physician ordexs required for enrollment (and, consequently,
inconsistency in whether or not a physician ordeuld be found in the charts of CIWA-enrolled
patients). There was anecdotal evidence that doetere not always called when patients were fdond
have high CIWA scores (indicative of symptoms ofhdrawal), however, an MD was notified in the

majority of cases and nursing protocols are ing@fac management of symptoms.

(16) Pregnant Offenders:

There are fewer than 20 pregnant inmates in thavske Correctional System at this time. All women

housed in a level 5 facility are at BWCI.

As of the date of this report, CMS was providingtelrics care and treatment for all pregnant female
During the intake screening, all females receiveriae pregnancy test. Any female with a positive
pregnancy test result is placed on the pregnargyréxeives prenatal vitamins, and is managed &y th
Facility’'s OB/Gyn provider. The obstetrician holdénic at BWCI weekly, and pregnant offenders are

seen routinely as clinically indicated.

Pregnant inmates with HIV disease are also seeanbiilV specialist, who coordinates care with the
OB/Gyn practitioner. This coordination helps towassthat appropriate medications are given to preve
perinatal transmission of HIV. Compliance with tpiglicy is monitored on a quarterly basis throuigé t
DOC-CMS contractual audits.
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(17) Communicable and Infectious Disease Management

CMS employs Infection Control Coordinators at all tbe Facilities. DOC policy and State DPH
regulations establish specific guidelines regardimg type of monitoring that must be conducted for
certain types of infectious disease. Offenderd wiimmunicable diseases are tracked and monitgred b
BCHS and the Facility Infection Control Coordinatesing information collected in DACS through the
intake screening, health assessment, and othefartleatabases to ensure compliance with MOA and
DOC standards. Monthly reports are sent to BCHSCMS for analysis, and communicable disease
reports are provided to the DPH as required. CE$nts that it has also re-structured its HIV and
hepatitis C management programs in an effort teigeoimproved offender care from initial enroliment
into the program through release from DOC. Thdudes additional training for infectious disease
nurses and practitioners, offender dietary consaiia and offender mental health intervention. All
communicable and infectious disease statisticaeaéable for review at each Facility by the Moniitg

Team.

Air flow in respiratory isolation rooms was recgrigsted at all Facilities, and all Facilities paks

The BCHS Medical Director is working with CMS tadat improvement in Infectious Disease (ID) care;
CMS ID physicians have drafted new algorithms fanaging hepatitis and HIV; the BCHS Medical
Director and CMS providers are to give input towastablishing community standards. All CMS
providers are to be trained on final algorithms atahdards at the August CMS meeting. This process
will be repeated with all chronic care conditioms an effort to improve of care for chronically ill

offenders statewide.

BCHS has developed and put in place at all Fazslii terminal cleaning policy to decontaminate sarea
where offenders with communicable diseases have beesed; this is to prevent infection of other
offenders. The BCHS Nurse Trainer also represe@€ @n the Delaware Hospital Acquired Infection

Advisory Committee
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BWCI:

During the most recent audit of the intake proci#ssas noted that 65% of the PPDs planted upakat
were read within the 72 hour required time framable 1). During the three months prior to the audit,
one offender had a positive PPD test, but the requihest x-ray and provider visit did not occuthim 2

weeks per DOC policy.

There is a comprehensive Infection Control (“IC"aMial, last signature date 10/2008. There is an
Infection Control Nurse who appears to have a ggoasp of responsibilities. In general, more
orientation is required for all IC nurses to thailes, however, the BWCI IC nurse did spend twoksee
with the Infection Control Nurse at HRYCI. The iOrse works with a binder system, as well as Excel
spreadsheets for maintaining documentation andd@nd triaging ID cases by acuity for the CMS ID

consultant. There is as binder for reportableatiee with copies of reporting sheet and lab reports

Exposure Control plans are included in the Infecti@ontrol Manual. The IC nurse reports she has
worked closely with the inmate responsible for nlag the medical area to ensure cleaning is
comprehensive. Sharps containers are readilyablailin appropriate areas. Hand wash facilities ar
readily available; however, there has been a pnobiéth inmates removing antibacterial soap from the
areas accessible to them. The eye wash statiomdsidnal, there is a log of monthly testing, arairing
was recently provided to staff on the eye washastat Specimen containers are used appropriately.
Biohazard storage bins are available, howeverettsean inadequate supply and more have been drdere

Spills are cleaned appropriately.

There have been incidents where food and water stered in the refrigerator with specimens. The IC
nurse has been in position since March 2009, sihaetime she has attended one infection control
meeting with IC nurses from other facilities. TH& nurse at BWCI is unsure of the frequency of IC

meetings, and unsure of agendas at IC meetinghealsas only attended one.

The IC nurse reports there are test strips thatbeansed to test negative pressure rooms but she ha
found them ineffective. The IC nurse is in theqarss of fit testing N95 respirators for all staffer plan
is to place each employee’s mask in a zip locklbbgled with their name. All masks will be stoiad

one location. She has met with limited succes®nvincing BWCI staff to be fit-tested.

Comprehensive binders and Excel spreadsheets dntamad for referrals to IC nurse with outcomes

noted. A comprehensive log is kept on inmates Wwithatitis. The IC nurse reports the standard hepat

protocol has been treatment is initiated only & thmate sentence is greater than 18 months, lak wo
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shows elevated enzymes or the inmate is symptomdtie provider determines who is triaged to the

CMS ID consultant, who handles hepatitis treatnagict HIV treatment failure.

The IC nurse has begun using the accelerated pidtmgproviding hepatitis vaccinations to inmatetso

are scheduled for minimal incarceration time. Hl\éctharge planning is attempted, but in need of
improvement. The IC nurse has created a ‘care gaclshe sends out with inmate. She faxes a diseharg
form to BCHS, per policy.

Continued monitoring is necessary to ensure IC imgeiare being held quarterly and that agenda items
are appropriate. The IC nurse must continue tarenstaff is made aware of proper storage of fouwtl a

drink away from potentially infectious materials

SCl:

The tracking process at SCI for PPD plants andfolup reads was significantly better than the other
three Facilities. 96% of the offenders had thé&iDRplants read within the 72-hour time frarmalfe 2).
Further, 3 out of the 4 positive PPD reactors Hmsil tchest x-rays and provider visits noted in ¢hart

within 2 weeks of their positive PPD read.

HRYCI:

HRYCI also faced issues with timely reading of BeD plant upon intake to the site. The most recent
contractual audit showed that 62% of the offen@deimitted to HRYCI had their PDD read occur within
72 hours of the initial PPD plantgble 3). Out of the 3 offenders who had positive PPrtieas, none

of them had the chest x-ray and provider followvigit within 2 weeks per DOC policy.

JTVCC:

The addition of a new ICN (since March 2009) wasvah to be an asset to JTVCC during the most
recent round of contractual audits. OffendersTatCC had PPDs read within 72 hours in 83% of the
charts reviewedTable 4). However, similar to BWCI and HRYCI, follow-umd tracking of offenders
with positive PPD reads was an issue. Out of tpesdtive PPD tests, none had the required cheay x-
and 2 week follow visit with the provider notedthre chart, however all charts reviewed found PRDs t

have been appropriately placed at intake and reihihvthe required timeframe.

A Local Operating Procedure (“LOP”) describes thaciity’s infection control program, and is

consistent with statewide policy. A licensed headtire provider is designated as having public

health/infection control duties, and has receivpdrapriate orientation and training. The Faciligsha
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functional system for reporting diseases and laboyatest results, which are required by State and
federal law (e.g., AIDS cases, positive HIV resutiepatitis A, B, or C, syphilis, MRSA, etc.). Theare

exposure control plans in place for airborne andotl borne pathogens that include:

a) Documentation of new hire and annual training régay exposure control plans

b) A policy describing use of standard precautiongrevent contact with blood or other potentially

infectious materials.

c) A policy describing engineering (sharps dispogagtcimen handling) and work practice controls

intended to eliminate or minimize employee exposure

There is a policy describing housekeeping proceddused to maintain a clean and sanitary environment

including a written schedule for cleaning and mdthof decontamination.

There are engineering controls in place. Sharpsagters are secure and easily accessible in atea®
sharps are used. Hand wash facilities are in ar ad work areas and antiseptic hand cleaner are
available when needed. An eyewash station is ptesel tested quarterly for functionality. The epstv
station functions properly. Specimen containees ased for transport of biological specimens (e.g.,
blood, urine). Biohazard storage bins are availaBleod and body fluid spills are cleaned apprapha

per policy.

There was only partial compliance with work pragtprotocols related to infection control. Sincerbtia
2009, all Manuals are in place. Spill kits and enpersonal protective equipment are to be ordered.
Although not on the audit tool, JTVCC keeps a gdrator temperature log, but it is not consistently
updated. BCHS staff has made the JTVCC IC nursel(®N aware of deficiencies and supplies that
needed to be ordered. Improvement in cleanlinadsoaderliness of the medical area is needed. Some
medical areas were out of soap and paper toweisspection. Not all storage bins had Biohazardlkbe
and spill kits were all expired. The refrigeratorthe lab had specimens and Glucola together, and
refrigerators are not labeled appropriately. Thewes a very limited supply of personal protective

equipment, although it was in one designated area.

There is no system for tracking the staff PPD amektx-rays, but there is a system to track theakitip

B vaccinations. BCHS employs a nurse for this psgpd3CHS also tracks all influenza inoculations
given during influenza season. There was repomingommunicable diseases for the previous quarter,
noting any trends present. There were sanitatipartg (institutional and infection control) andléel-up

action taken was documented.
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(18) Clinic Space and Equipment:

DOC has been working with CMS to identify additibspace in the Facilities for examination and
treatment, medical records and equipment storawk staff offices. Since January 1, 2009, DOC has
spent over $180,000 on improvements, $75,000 othvhias to purchase or repair new equipment and
other supplies for medical and mental health dgfi all Facilities. An additional $273,325.43 fmeeen
encumbered (earmarked on purchase orders). Thes farel being used for the mental health/dental
building at SCI. There is an additional $1,146,3@60f unencumbered funds. BCHS will use the
majority of the unencumbered funds for the SCI nmagdical expansion (these funds will be encumbered

once a contractor is selected).

BWCI:

BCHS efforts have led to the relocation of admiaittte space and medication storage at BWCI. The
new administrative area and medication dispensanow located across the hall of the current médica
facility. Relocating the administrative area magace available for four additional examinationmgo

in the medical facility. All appointments are ndwld in the examination rooms, thus enhancing the
privacy of health care services provided at BWCThe examination rooms are also equipped with new
exam tables, desks, computers and uniform exarnima&iuipment. The new administrative area now
houses all office space for medical managementaaintinistrative staff along with the current offende
medical records. In addition to the equipment D@@chased for the new exam space, DOC purchased
computers, storage equipment and desks for thenggtraitive area. The administrative area also ésus
the relocated medication storage and dispensagy, areich has been built with all new or relocated
equipment and lockable cabinetry. Additional matdan dispensary windows were also added to the
area, which allows for separation of the differeecurity levels of the BWCI population. Finally,
additional office space has been created for tifé gsychiatrist at BWCI.

SCI:

At SCI, construction has commenced on the additiomental health and dental exam rooms with
expected completion by early August 2009. Furtegpansion plans have been approved for the current
medical space and the process for bids has beQuoe completed, the expansion will add anotherQL,40
square feet to the outpatient services area, whiltiin turn create additional space for inpatisetvices

for offenders.
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HRYCI:

At HRYCI, examination rooms were created in altlod housing units on the East Side of the Fadility
order to eliminate the sharing of exam space by pnaviders. The RN now travels directly to the
housing units to perform sick call examinationscai tables for seven housing units and a portadiie c
carrying necessary supplies for the sick call R warchased. The use of the housing unit exawesp
also improves patient flow to providers.

JTVCC:

Renovations were completed in the Infirmary arelaicivadded a new examination and office space for
the provider and the mental health staff. Furthiee, DOC relocated the medical and mental health
administrative space in the Security Housing UttHU") to provide staff with additional workspace
and closer proximity to the patients. As notegievious Compliance Reports, Facility managemedt an
BCHS will perform a use management analysis of gbeeral population medical clinic to discover
whether medical appointments and provider cliniae be expanded to accommodate offender mental
health interviews with clinicians. Presently, thesncounters often take place in various locations,
outside the clinic, throughout the Facility. DOCwsrking to ensure that mental health interviewseta

place in a private setting, to the extent permitigdecurity needs.

Ensuring the privacy of patients under psychiaibservation in the infirmary remains a challengiagk.
The psychiatrist often meets with patients undechstric observation at cell-side or in the hawa
the infirmary. One improvement worthy of noting tizat Special Needs Unit (“SNU”) inmates are
interviewed by the psychiatrist in the medical arethe Medium Housing Unit (“MHU”) and not on the
SNU tier.

As was discussed in DOC’s July 2007 Compliance Répeach Facility implemented an action plan to
address cleanliness issues raised in the first fdong Team Report. Under that plan, primary
responsibility for cleaning floors, walls, and piding any other janitorial services in the medioalts
now rests with DOC. CMS is responsible for tasiat tare inappropriate for inmate workers, as well a
for cleaning, de-cluttering and organizing aread #ére primarily under CMS control. For exampl&| &

is responsible for sharps and hazardous waste gdispand for maintaining medication preparation
surfaces and medication carts. Each Facility coe to monitor medical unit cleanliness under the
action plan; DOC and CMS jointly perform environrt@rnnspections on a monthly basis to ensure that

the medical units are conforming to NCCHC standéwdsleanliness.

8 See Delaware Department of Correction Compliance Report, at 7 and Apperadiiléble at:
http://doc.delaware.gov/Compliance%20Report.pdf.
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ACCESSTO CARE

(19) Access to Medical and Mental Health Services:

Currently, offenders who want to obtain health ental health care services fill out and submitck si
call form. This is a form used for all medical, med health and dental requests. Inmates submit th
forms into a secure repository, a process thatepves the confidentiality of inmate health inforioat
Nursing staff is required to collect sick call regts on a daily basis and distribute the requesthet
appropriate medical unit providers. CMS persomesponsible for collecting sick call forms are riegd

to fill out a “pick up” sheet documenting that tHaily collection is made. DOC performs randomly
scheduled reviews of the pickup logs, which alloBGHS to monitor compliance with this policy.
Additionally, enhancements to DACS now allow BCHSmonitor compliance with sick call policies as
part of its quality assurance process. For examnlese sick call reports are printed from DACS and
used in DOC-CMS contractual quarterly audits. Clismpge with daily collection requirements,
adherence to sick call protocols, and the provisibriace-to-face evaluations and follow-up care are
some of the issues being monitored during thesaeamhaaudits. A staffing analysis will be conduttey
DOC to determine whether Facility RN staffing stibbk supplemented in order to assure that registere

nurses perform all sick call visits.
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BWCI:

During the most recent round of contractual auditBWCI, it was noted that 89% of the sick calpsli
submitted were triaged by medical staff within Z3uts of receipt with also 89% of the offenders gein
seen by nursing staff within 72 hours of filing trequest Table 9). In the majority of cases, nurses
addressed all issues presented by the patiertkacall. If a provider referral resulted out okthursing
visit, the patient’s sick call concerns were adskeesin 88% of charts reviewed and 43% of the oiend
received a visit with the provider within 5 busiaekays of the referral. When prescribed medica®a

result of the provider encounter, 86% of the offesdreceived the medications within 48 hours of the

visit.
Symptom-based Sick Call & MAR Assessment Criterion DOC Assessment of BWCI
Audit Tool
D1. Sick slips are paper triaged within 24 hours. 89%
D2. Non-emergent requests for sick call are seenface- 89%

to-face encounter within 72 hours.

D3. Nurse addressed all of the problems presdntede 89%
patient at the sick call encounter.

D4. If patient is referred to practitioner fromaree sick call, 43%

visit occurred within 5 business days.

D5. Practitioner addressed problem presentetidopatient 88%

at the encounter.

D6. Patient received formulary medication(s) with8 86%

hours of provider order, or per provider’s order.

D7. Medication orders on MAR reflect dose, route, 80%

frequency, start date and nurse’s signature.

D8. No lapse in medication reorder. 100%
TOTAL SCORE SPECIALTY/CHRONIC CARE (D) 83%
Table9

Improvement is necessary. Three charts reviewed wfeparticular concern. One chart had an inobrre
entry in DACS and the patient did not get medicatienewal appropriately. The second concerned a
patient with complaints of vaginal discharge whosveaen by a nurse in the appropriate timeframe but
not seen by a mid-level provider for treatmentluhilays later. The third chart also indicatecbagible
sexually transmitted disease. The patient was ateduby a nurse and referred to a mid-level pravide

but was not seen until 72 hours later (48 houes lat
44



SCI:

Of the charts reviewed for symptom based sickregjliest, 92% of the sick call slips were triagethii

24 hours of the request being picked up by the cadéditaff Table 10). In addition, 71% of those sick
call requests had a face-to-face encounter withrsenwithin 72 hours of filing their sick call rezgt. In
the event that the offender needed to then beregfeo a provider, he was generally seen within 5
business days of the referral. However, if medhcatvas prescribed by the provider as a resulhef t
sick call visit, the offender received the medisatwithin a 48-hour time frame for 38% of the chahat

were reviewed.

Symptom-based Sick Call & MAR Assessment Criterion DOC Assessment of SCI
Audit Tool
D1. Sick slips are paper triaged within 24 hours. 92%
D2. Non-emergent requests for sick call are seerface- 71%

to-face encounter within 72 hours.

D3. Nurse addressed all of the problems presdntdle 87%

patient at the sick call encounter.

D4. If patient is referred to practitioner fromaree sick call, 80%

visit occurred within 5 business days.

D5. Practitioner addressed problem presentetidopatient 100%

at the encounter.

D6. Patient received formulary medication(s) with8 38%

hours of provider order, or per provider’s order.

D7. Medication orders on MAR reflect dose, route, 12%

frequency, start date and nurse’s signature.

D8. No lapse in medication reorder. 95%
TOTAL SCORE SPECIALTY/CHRONIC CARE (D) 2%
Table 10
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HRYCI:

Offenders submitting sick call requests had thigisgriaged within 24 hours of medical staff rgutefior
83% of the charts revieweddble 11). 44% of the charts, however, indicated thatdtiender received a
face-to-face encounter with nursing staff withinf¥urs of the request for sick call services. eferred

to the provider for follow up care, 43% of thosdeoflers would be seen by the provider within 5
business days with prescribed medication beingilbliged to 83% of the offenders within 48 hours of

their provider visit.

Symptom-based Sick Call & MAR Assessment Criterion DOC Assessment of HRY ClI
Audit Tool
D1. Sick slips are paper triaged within 24 hours. 83%
D2. Non-emergent requests for sick call are seerface- 44%

to-face encounter within 72 hours.

D3. Nurse addressed all of the problems presdntdide 70%

patient at the sick call encounter.

D4. If patient is referred to practitioner fromarse sick call, 43%
visit occurred within 5 business days.

D5. Practitioner addressed problem presentetidopatient 100%

at the encounter.

D6. Patient received formulary medication(s) with8 83%

hours of provider order, or per provider’s order.

D7. Medication orders on MAR reflect dose, route, 20%

frequency, start date and nurse’s signature.

D8. No lapse in medication reorder. 100%
TOTAL SCORE SPECIALTY/CHRONIC CARE (D) 68%
Table 11
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JTVCC:

Problems with timeliness of the sick call processtimue at JTVCC. During the most recent round of
contractual audits, 17% of sick call slips weraded within 24 hours of being picked up by the ro&idi
staff (Table 12). 14% of those offenders received a face-to-fweounter with a nursing staff member
within 72 hours of the request being filed. Favgé offenders who required a provider referraltifieir
sick call issue, 31% were seen by the provideriwighbusiness days of the referral with 36% recejvi
their prescribed medications within 48 hours ofphavider encounter.

Symptom-based Sick Call & MAR Assessment Criterion DOC Assessment of JTVCC
Audit Tool
D1. Sick slips are paper triaged within 24 hours. 17%
D2. Non-emergent requests for sick call are seerface- 14%

to-face encounter within 72 hours.

D3. Nurse addressed all of the problems presdntdde 85%

patient at the sick call encounter.

D4. If patient is referred to practitioner fromarse sick call, 31%
visit occurred within 5 business days.

D5. Practitioner addressed problem presentetidopatient 67%

at the encounter.

D6. Patient received formulary medication(s) with8 36%

hours of provider order, or per provider’s order.

D7. Medication orders on MAR reflect dose, route, 12%

frequency, start date and nurse’s signature.

D8. No lapse in medication reorder. 100%
TOTAL SCORE SPECIALTY/CHRONIC CARE (D) 45%
Table 12

37 additional charts were reviewed for this speaspect of the MOA-style audit. The nurse perfmm
same-day triage of the Health Services Request Bodrdocumented an appropriate disposition in 5% of
records. The nurse saw an inmate with urgent caimgl on the same day, with routine complaints the
following business day in 5% of records reviewelle Tiursing subjective history was appropriate & th
patient's complaint and included a description et of symptoms in 28% of records reviewed. The
nursing physical assessment and collection of tibgdata was appropriate to the complaint (e.idg) v
signs, Snellen test, urine dipstick, etc.) in 24f4he sample. The nursing diagnosis/assessment was

appropriate based on the clinical findings in 36%tlee sample. The plan of care and nursing
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intervention were consistent with case history,gotal findings, and the applicable nursing protacol
36% of the sample. The nurse referred the pdiieatclinician in accordance with the criteria feferral
found in the nursing protocol, or accepted in adaoce with good clinical judgment, in 38% of the
sample. The nurse legibly dated, timed, and sighedorm in 14% of the sample. The referral vigit
the clinician took place according to protocoltstamediate, urgent-same day, routine-within 5 bess

days, in 22% of the sample.

In order to evaluate access to mental health catesigk call procedure, additional sick call redaegere
reviewed. 85% of sick call requests were screamitiin 24 hours and 38% of screened patients were

seen within the following 72 hours.

In 95% of the sample, the clinician addressed #iept’'s current complaint by obtaining a histofytiee
present illness and appropriate review of systém80% of the sample, the nurse or clinician measar

full set of vital signs when clinically appropriatecluding weight, if clinically indicated). In33%6 of the
sample, the clinician documented all pertinent palsfindings, laboratory, and diagnostic results o
other related objective data. In 90% of the samble,clinician made an appropriate assessment based
upon the patient’s medical history, laboratory, phgtsical findings. In 95% of the sample, theician
documented an appropriate treatment plan that dedudiagnostic and therapeutic measures, clinical
monitoring, and follow-up. In 84% of the sampleg ttinician documented appropriate patient edunatio
related to the diagnosis and treatment plan. %% @B the sample, all aspects of the treatment plan

occurred as ordered within a clinically appropridgtee.

(20) Isolation Rounds:

CMS reports that it currently follows NCCHC stardiaregarding medical care for segregated offenders.
A patient roster is printed from DACS and reviewadhe time the rounds are conducted to ensure all
patients are seen in accordance with DOC policy M@ECHC standards. Additional documentation of
rounds made on mental health patients is maintaimeéde inmate medical record. Segregation logs are
maintained at the Facility in a central locatiord aopies are sent to the CMS Regional Mental Health
Director on a monthly basis for review. In the mvan inmate is referred for follow-up medical cemtal
health treatment, this information is documentedhim inmate’'s medical record. Further, DOC policy

requires that sick call rounds be conducted onilg Hasis by nursing staff.
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BWCI:
From the records reviewed it was unclear whethdat®n rounds were occurring consistently. Tragnin

in this area will be targeted in the next quanteagsure that these are conducted per policy.

SCI:

A review of mental health segregation rounds shothatlin the charts reviewed, rounds were conducted
and documented three times a week for all reviegfezhders. None of the records reviewed indicated
that the offender’'s placement in segregation wasedhaon the offender decompensating or a lack of

receiving proper mental health treatment.

HRYCI:
At last audit, there was one clinician conductimgregation rounds at HRYCI and performance was

good.

JTVCC:
The mental health inmates who are housed in seiijpagare being seen 3 times a week. Documenting
clinician contact with the inmate in DACS and cangently filing it remains problematic. Currently s

not possible to print segregation rounds notebMACS for an individual inmate.

(21) Grievances:

Pursuant to DOC policy, the time transpiring betwélge date of an initial medical grievance and the

final appeal response is not to exceed 180 days.

Due to the large volume of medical grievances fibiiwCC, the CMS Regional Ombudsman continues
to devote a majority of her time investigating aedolving the outstanding medical grievances & thi
Facility. DOC and CMS continue to work collabovaty on reducing both the number of outstanding
grievances and the time required for resolvingwgriees. Under the DOC — CMS contract, the proper
and timely resolution of medical grievances is bgponsibility of CMS and requires the participatadf
CMS staff. Nevertheless, DOC has also providedtiadd! staffing to facilitate and expedite the pess

of resolving grievances at all Facilities. Urnleed grievances reports are produced in DACSdaoktr

outstanding grievances by the BCHS and Facilityinaananagement.

Previously, all medical and mental health grievaneere filed in DACS under a generic “Health IsSues

category. In order to track trends and issues gitbvances, three separate categories were craated

differentiate between mental health, dental and icaédyrievances. After the initial investigation is
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completed on the medical grievance, a hearing bdafar Medical Grievance Committee (“MGC”) can be

requested if the inmate is not satisfied with thigdl response to the grievance.

To protect the confidentiality of an inmate’s infaation, three members of the medical vendor staff o
BCHS staff conduct MGC hearings. DOC grievanceaceft are also present to record the hearing
information in DACS along with any other DOC staf$ security needs dictate. These are in-person
hearings where the inmate has the opportunitydoudis the medical grievance. After listening toate
testimony and reviewing the inmate’s medical filee MGC decides whether to uphold or deny the
inmate’s grievance. The DOC has also developdd@@ log, which is used to track follow-up on MGC
decisions. The log contains information regardinges heard by the MGC, the date of the heariry, an
whether decisions were upheld and require followfeig., a physician visit). Further, if an inmate’s
grievance was denied by the MGC, the HSA and sigglibdl Director review the inmate’s grievance
with the inmate and explain the reason for the alenUpon the completion of a MGC hearing, the site
HSA is responsible for compiling data for the MGag land producing its contents to the BCHS within
two business days. During the subsequent monthtslify MAC meeting, the HSA is required to
provide updates on the grievances in the MGC |ap Wie date that resolution occurred. This ensures
that grievance outcomes promised to the inmateeatitne of the MGC hearing are appropriately tracke

and that the Facility HSA addresses systemic issues

There are no outstanding level Il grievances gtkarility in the State at the time of this report.

In addition to formal grievances, BCHS continuestrick, monitor and resolve medical complaints
(“informal grievances”) received from multiple soas (including offenders, families of offenders,
attorneys, the Judiciary, the Legislature, the Gowes Office, the Commissioner’s Office, the Attey
General’s Office, the American Civil Liberties Uni@and other private organizations, DHSS, the Public
Defender’s Office and other State agencies, DOJCBB@egal counsel, and the general public). A repo

on BCHS's analysis and resolution of these comfdasmexpected in August 2009.

BCHS tracks, monitors, reports upon and resolvexdteds of grievances (formal and informal) each
quarter. The number of informal grievances (mddicanplaints from all sources) far outweighs the
number of grievances BCHS receives via the formstesn. The graph below shows the breakdown, by
type, of all grievances (formal and informal) reeal over the past two months. Concerns abouttguali
of care are the most prevalent type of grievancem@l or informal) that BCHS receives; BCHS

investigates all of these to conclusion (i.e., hegmn of the medical issue).
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Grievances by Type
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Graph 3: In the past quarter, BCHS has investigated over 200 concernSfatenagencies, private sources, and the
public. By far, the volume of these “informal” grievances (i.e., médizacerns brought to the attention of BCHS
outside of the formal grievance process) far outweighs the volumarroflf grievances received (approximately

80% “informal” and 20% formal). Among all grievances received, fondinformal”, quality of care was the

most frequently cited issue, followed by continuity of medication concerns.
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CHRONIC DISEASE CARE

(22) Chronic Disease Management:
The BCHS Medical Director is working with the CMSdronal Medical Director, the CMS Infectious

Disease Consultant, and the Site Medical Diredimrdevelop an improved statewide Infectious Disease

protocol.

If an inmate presents with chronic care needs takénor sick call, DOC policy requires the nurse to
complete a chronic care referral form to initiateliaical evaluation. At the conclusion of thendtial
evaluation, the clinician is required to documerteatment plan. The treatment plan should include
diagnostic and therapeutic interventions, alonghvgatient education for each chronic illness. The
clinician determines the frequency of chronic cappointments, based on the degree of disease tontro

being achieved and maintained.

The provider is expected to order medications abdratory tests as needed, and to time those csders
that medications do not run out before the net @isd so that laboratory test results are avalablthe
time of the next appointment. CMS is requireddibofv NCCHC standards for chronic disease care and
treatment, and these standards are outlined iCk8 Chronic Care Guidelines handbook. Further, the
DACS scheduling function for chronic care appointtseautomatically schedules the next inmate visit
within the time frame indicated by the provider.onfinual monitoring using DACS reports, the Audit

Tool and the site quality assurance process emsum@liance with chronic care policies and standards

BWCI:

Chart review indicated that the majority of offerslevere enrolled in the appropriate chronic cai@cl
with problem lists updated appropriately. 65% wseen in a timely manner between appointments and
75% of the charts contained the appropriate doctatien including education and follow up. Consults
from chronic care clinic were followed up on in 92fcharts reviewed. Labs were ordered from cloroni
care visit, followed up on, and reported to thdéquatin 40% of charts reviewed. In general, 1D sudts
were not ordered on Hep C patients unless they wgngptomatic or had elevated liver enzymes
(“LFTs"); there is no consistent policy on whendmw Hep C viral load, though Hep C viral load is
drawn at BWCI a greater percentage of the time Wit C patients than at any other site in the State
consequence of this appears to be that more Hegti€nfs are being documented as having cleared the
virus (when Hep C viral load is “undetectable”)BAV/CI than at other sites in the State. The current

policy is to check this once and then to follow IsHor a period thereafter as a follow-up.
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In two of the cases reviewed, an ID consult wasd but the patient had not yet been seen. In two
other cases, patients had elevated liver enzymiglsdalinot been seen by the ID consultant. In ase,c
there were no recent Hep C labs available for vevend no ID consult. All but one chart had up &bed
chronic care visits — the one that was not up te dead the most recent chronic care clinic visit on
8/27/08; the patient appeared to have left ingtiand been readmitted on 5/22/09- no chronic caie v
had occurred since then. Two patients revieweddichave an up to date HIV viral load on file, and
other patients had low CD4 counts but no ID condiie BCHS Medical Director reported these findings

to the Site Medical Director to ensure the patieateived appropriate care and follow-up.

The management of hypertension (“HTN") at BWClIrgproving, but further improvement is necessary.
In one chart, HTN was reported at intake screebinigwas not addressed at the subsequent chromic car
visit. BCHS investigation showed the patient'sdalgoressure to be within normal limits. In another
chart, while the patient's HTN was well managed ivalty, the progress note of 5/9/09 was poor. One
chart showed a patient seen for elevated bloodgpreson 5/13/09; the patient was seen by a Provider
5/21/09. While medications were appropriately éased, the patient was not brought back to climic t

reassess the effectiveness of this change. Thepaimost recent chronic care visit was on 3/28/0

One chart review showed angioedema secondary toopisl (i.e., an adverse effect of this blood
pressure medication). The patient demonstratethadan 5/30/09. On 6/14/09, the patient’s blood
pressure continued to be elevated. Blood presgasechecked at 3 weeks and 12 weeks and the patient
is being reassessed at chronic care clinic to elgtimanage blood pressure at three-week intervalgo
charts were particularly deficient in terms of do@ntation. In one chart, progress notes docungentin
HTN management were missing, and no history angipalcould be found. In another, there were no
progress notes related to HTN except that assacwaté the initial history and physical.

Diabetes management at BWCI was better than HTNagement but is still in need of improvement. In
one chart, history of diabetes was noted on intaltethere was no further documentation of diabetes
management. In another chart, the Provider ap@atepy called for medication orders; orders weré no
received until the following day for the patient use the medications she had with her at intake. |
another chart, a patient’'s blood sugar was elev@®&+239) on admission. Since intake, the patient’s
blood sugar has been in poor control (ranging fB190). The patient was recently re-evaluatethby

Provider on 6/9/09; insulin orders were changedltieg) in better control.
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SCI:

Audits conducted at SCI revealed that 78% of tHenafers are being seen in the appropriate timedram
between their appointments. Further, 98% of tlienafers were enrolled in the appropriate chronie ca
clinic and 84% of the charts contained the curpeablem lists. However, the documentation appetred

be problematic with 48% of the charts containingper chronic care notes.

HRYCI:

The most recent audits indicated that chronic canécs at HRYCI continued to be problematic. @&t
charts reviewed, 52% were seen timely between #pginintments with 74% of the charts containing the
proper documentation for the offender’s visit. Moffenders were enrolled in the appropriate chaoni

care clinic with 82% of the charts indicating theldem list was current.

JTVCC:

An audit of chronic care charts at JTVCC indicatieat 92% of the offenders were being seen timely
between their appointments. 72% of those offentladcs proper documentation relating to the chronic
disease noted in the chart. All charts reviewed the offender enrolled in the appropriate chrargice

clinic with 94% of the charts containing up to dpteblem lists.

The quality of chronic care at JTVCC is mixed wdifferences being primarily provider-driven. Syste
deficiencies deepen provider-driven issues leadtingiconsistency of care for offenders with chronic

disease.

There are two areas of immediate concern:

» First, there is a breakdown in the process forectilbn, reporting to physician and follow-
up/management of laboratory results. This is paettplained by the absence of a regular
phlebotomist for an extended period (a new phlab@&bhas recently been hired to correct this),
however, the process itself is flawed and BCH®westigating to determine how the system can
be repaired to improve lab results management.

* Second, there have been issues with replacing ggm/iwho take sick leave, which requires re-
scheduling patients and results in backlogs. B@H®orking to develop a process by which
locum tenens providers are called in to temporaglylace providers who must be absent from

the Facility.
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BCHS has addressed these concerns with CMS armhdstibeing taken to assure care is consistently

high quality.

(23) Immunizations:

As of December 22, 2008, 36 juveniles were hougedRYCI. Upon intake, the Infection Control
Coordinator reviews the juvenile’s immunizationtbry. CMS continues to work collaboratively with
DOC, the Delaware Department of Services for ChitdrYouth and Their Families and the DPH
Immunization Program to obtain the records, if llde, of all juveniles housed in DOC facilitie®ne

tool being used by the DOC and CMS to assist is phocess is the State’s immunization records enlin
data bank (known as “VACAttack”), which allows thefection Control Nurse access to the State’s data
regarding all immunizations that were administelied Delaware. Once juvenile immunization
information has been obtained, the DOC ensures @Gh4$ updates the juvenile’s immunizations as
needed, in accordance with nationally recognizeddalimes and Delaware school admission

requirements.

In addition, DOC has obtained hepatitis A and Bcuzations for 1520 offenders and about 200 DOC
security staff. DOC is working collaboratively WiCMS to identify offenders who are candidatestiier
hepatitis immunizations because of chronic cond#iocor other risk factors. All immunization
information is maintained in the inmate’s unifieédical record. Influenza vaccinations were alsadena

available to offenders at all DOC Facilities and©C staff.

In general, the immunization form at all sites &nd be used primarily to screen for PPD- there was
limited information on past immunization to allowinicians to make decisions about boosters;
immunizations were not documented as up to dat@dtients with immune suppression or respiratory
diseases (e.g. influenza and pneumovax). BCH®Ii&img with CMS Records Supervisor to document a

patient’s full immunization record to ensure imnzations are up to date.

MEDICATION

(24) Medication Administration and (25) Continudf/Medication:

Nurses are required to provide medications at tireélected on the Medication Administration Records

(“MAR”), in accordance with medication orders. Nully, first medication passes are done during the

morning hours, with a second and third medicatiasspoccurring during the afternoon and evening

hours, respectively. Additional passes includechiime blood glucose checks and insulin injectiass
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indicated. CMS and DOC continue to work collabiwely to ensure that medication passes are
performed within the appropriate time frame. AWIIC, nursing schedules were re-adjusted, offender
meals times were changed and staffing was enhanoglsure that offenders received their medications

in a timely manner.

At all sites, at the end of a shift, the medicatiadministration nurse reviews the Medication
Administration Records to identify patients who seid or declined medications, and is required toviol

up appropriately. If a patient is non-compliant foree consecutive doses of medication, the paien
scheduled to meet with a Provider to discuss thecompliance and its possible ramifications for the
inmate’s medical treatment. Pursuant to DOC poltbg site DON consistently monitors medication
administration, with ongoing medication adminidtrat education provided to staff responsible for
distributing medication to offenders. Additionatgervice training has been provided to the nursiaff
regarding proper MAR documentation and narcotic®antability. Further monitoring of this policy is
conducted through quarterly DOC-CMS contractualitaughd the Facility’s quality assurance process to
ensure that new medication orders are implememeddalivered in a timely manner. This process is
also used to monitor ongoing compliance with thedication ordered by a Provider, the appropriate

maintenance of MARSs, and medication continuity.

BWCI:

Review of offender charts requiring psychotropiadimations be verified and ordered within twenty+fou
hours of their arrival to BWCI, indicated that 83%fthose offenders received their medications withi
the required time frameTéble 13). The majority of charts reviewed for timely mealion reorders
indicated that medications were reordered and gealvito the offender in a timely manner. One chart
reviewed showed a medication order that was 10 tgs the patient had to put in a sick call stp t
receive the appropriate medication.

SCI:

During the most recent contractual audit, a revidwffender charts requiring psychotropic medicasio
be verified and ordered within twenty-four hourstbéir arrival to SCI indicated that 67% of those
offenders received their medications within theuiesd time frame Table 14). 95% of the charts
reviewed for timely medication reorders indicatbdttthe medications were reordered and provided to

the offender timely.
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HRYCI:
In the sample of charts of mental health patient® weceived orders for psychotropic medications at

HRYCI, 38% of patients received the prescribed psyopic medications in a timely mann&able 15).

JTVCC:
In the sample of charts of mental health patierite veceived orders for psychotropic medication8p87
patients received the prescribed psychotropic na¢idics in a timely mannefTéble 16). 20% of the

charts reviewed, however, did not include June 2088&Rs.

(26) Medication Management:

DOC policy requires medication storage rooms toldeked at all times, and inspections by DOC
compliance personnel confirm adherence to thiscpoli Keys to medication rooms are kept with a
member of the nursing staff and used to enter aitdre dispensary. CMS currently has two différen
policies governing medication disposal. For ndosotind other controlled substances, a log is miaied

at each Facility documenting the receipt, admiat&in, and disposal of the medication. All other
medications that are discontinued (because an @ras been released or for medical reasons) are
returned to the vendor pharmacy by CMS. In addjt@©MS had Clinical Programs personnel from their
corporate site visit each Facility and provide stssice in reorganization of the medication storagens.
Medication storage is being reviewed to ensurel@als of medications are maintained and whether

stock medication is appropriate.

BWCI:

80% of the charts reviewed showed medication ordard/AR reflected dose, route, frequency, start
date, and nurse’s signature. One expired medicstbuterol) was discovered and reported to staff
return to the pharmacy contractor. One patientadication (brought by the patient herself on
incarceration) needed to be inventoried. This wfaparticular concern as one of the medications un-
inventoried was lithium (potentially nephrotoxi€)ne nurse had not signed any of the MARs. BCHS

informed the Director of Nurses, and correctivaactvas taken.

The narcotics count was accurate but nurses caroimpnanagement by spot-checking and ensuring
signatures. A potential problem with methadone inasstigated by management at the Facility, BCHS
staff and State Police. All staff that may havel lagcess to the narcotics cabinet or room were drug
tested and the issue was resolved. None of the tems$ positive. It was determined that a potential
problem with sealing the caps on the methadondelothay have caused the potential problem. The
facility preparing the methadone for distributienaffenders was notified along with the site mamaget
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and staff.

JTVCC:

In 95% of charts in the sample, the medication irdeere complete (name of medication, strengthterou
of administration, frequency, duration, and numbkrefills). In 80% of the cases, the cliniciarder
was dated, timed, and legibly signed (if the sigrais not legible, a signature stamp must alsodes).

In 50% of charts reviewed, the clinician documergedappropriate clinical note that corresponds with
the initial medication order. In 30% of chartsieswved, the nurse dated and timed the medicatioarord
transcription (routine orders within 4 hours, urgerders within 2 hours, and stat orders withinolif).

In 85% of cases, the nurse or pharmacy accurateigdribed the physician order onto the MAR. 18630
of cases, the MAR reflected that all medicationsewritiated within 24 hours of the order being teem

or on the start date ordered. In 65% of casese tiselocumentation of medication administrationusta
(e.g., administered, refused, etc.) for every doslered for the patient. In 0% of cases, for inmatbo
missed medications on 3 separate days (or >50%ediaations in a week'’s period of time), the record
shows that the nurse notified the clinician who dhe patient to assess the reasons for missing the
medication and took appropriate action. In 30%cafes of discontinued medications, the nurse
discontinued medications according to policy. 0.6%MARs reviewed were neat and legible, and
contained legible initials, signatures, and credéshbf nursing staff who have administered medtcest

to patients.

In one chart, a three-day gap was noted from whenredication was ordered and when the medication
began to be administered. In one chart, the doctatien of Atenolol dosage was so problematic that i
appeared the patient had been changed from 25 Qonig without a corresponding order. Upon
investigation, it appears the patient received 23xtenolol doses in May, June and July. The MAR

documentation was not clarified to unambiguousfieot the patient’s medication dosage until July.
In another chart, new orders were written on 6/24fut not noted until 6/26/09. The order date nais

changed on the MAR; only the stop date was chandgedne housing unit, only one nurse’s signature

was consistently recorded on the back of the MARS.
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EMERGENCY CARE

(27) Access to Emergency Care:

Offenders who require acute emergency care arsgosted from a Facility to an offsite health care
Provider for emergency evaluation and treatmemeszessary. Since January 2008, over 300 offenders
have received more than 1331 days of offsite aeuatergency care. The Regional Medical Director
reviews each emergency care case to ensure tfifatostia appropriate measures before the emergency
occurred, and to identify alternatives that migéwé averted the emergency and the need for acige ca

(28) First Responder Assistance:

Currently, all DOC correctional employees attendirre-week course, “Correctional Employee Initial
Training,” which is provided by DOC, before commergcemployment at a DOC Facility. During this
training, all security staff receives seven hodr€BR training and an additional seven hours oftFid
training. First Aid training includes the use of amergency cut-down tool. This class also indude
training on Automatic Emergency Defibrillator maobs. All security staff receives another severrdiou
of training on “Special Medical Topics.” This ctagrovides training on such issues as contagious

disease and blood borne pathogens. CMS medicfagsionals teach all three classes.

In addition to the initial orientation training, ity staff receives yearly refresher training@RR, First

Aid, and use of Automatic Emergency Defibrillatoachines. Refresher training for “Special Medical
Topics” is provided every three years. All segustaff employees are issued equipment to be used
during first line emergency response (CPR masksxlgloves and a glove pouch) as part of their
uniforms. Additionally, emergency cut-down toolavie been distributed at all DOC facilities and are
readily accessible to staff. Logs of employeenirgj attendance are maintained by the DOC Employee
Development Center located at the DOC Central Adstration Building and are available for inspection
by the Monitoring Team.

BWCI:
First responder equipment is available in offerateas. Use of equipment is part of the ongoirigitrg
by the Educational Development Center. No sitmstigwhere a first responder was needed and

equipment was unavailable) have occurred sincéagidVlOA audit.

JTVCC:
First responder equipment is available in offerateas. Use of equipment is part of the ongoirigitra
by the Educational Development Center. No sitmstigwhere a first responder was needed and
equipment was unavailable) have occurred sincéagidVlOA audit.
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MENTAL HEALTH CARE

Data for multiple, integrated aspects of Mental IHegervices are captured in form C. As such,dii@

for all Facilities are grouped together at the begig of the section, rather than broken out by MOA

paragraph.
Mental Health Services Assessment Criterion DOC Assessment of BWCI
Audit Tool
C1. Inmates with non-emergent positive 100%

screening for MH problems are seen by qualifi

MH professionals within 72 hours.

C2. Mental Health Screening is completed by 100%
gualified health professional within 24 hours of

intake.

C3. Patients on verified psychotropic 83%

medications will have medication(s) ordered

within 24 hours of intake.

C4. Inmates on suicide observation are seen 90%
daily for assessment by a qualified MH

professional.

C5. Inmates released from suicide watch are 90%

seen by MH professional within 24 hours after

release.
C6. Laboratory testing for patients on 100%
psychotropic medications has been completed
TOTAL SCORE INTAKE (C) 94%
Table 13
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Mental Health Services Assessment Criterion
Audit Tool

DOC Assessment of SCI

C1. Inmates with non-emergent positive
screening for MH problems are seen by qualifi

MH professionals within 72 hours.

95%

C2. Mental Health Screening is completed by
gualified health professional within 24 hours of

intake.

95%

C3. Patients on verified psychotropic
medications will have medication(s) ordered

within 24 hours of intake.

67%

C4. Inmates on suicide observation are seen
daily for assessment by a qualified MH

professional.

100%

C5. Inmates released from suicide watch are
seen by MH professional within 24 hours after

release.

100%

C6. Laboratory testing for patients on

psychotropic medications has been completed

85%

TOTAL SCORE INTAKE (C)

90%

Table 14
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Mental Health Services Assessment Criterion
Audit Tool

DOC Assessment of HRY ClI

C1. Inmates with non-emergent positive
screening for MH problems are seen by qualifi

MH professionals within 72 hours.

95%

C2. Mental Health Screening is completed by
gualified health professional within 24 hours of

intake.

95%

C3. Patients on verified psychotropic
medications will have medication(s) ordered

within 24 hours of intake.

38%

C4. Inmates on suicide observation are seen
daily for assessment by a qualified MH

professional.

100%

C5. Inmates released from suicide watch are
seen by MH professional within 24 hours after

release.

40%

C6. Laboratory testing for patients on

psychotropic medications has been completed

36%

TOTAL SCORE INTAKE (C)

67%

Table 15
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Mental Health Services Assessment Criterion
Audit Tool

DOC Assessment of JTVCC

C1. Inmates with non-emergent positive
screening for MH problems are seen by qualifi

MH professionals within 72 hours.

95%

C2. Mental Health Screening is completed by
gualified health professional within 24 hours of

intake.

100%

C3. Patients on verified psychotropic
medications will have medication(s) ordered

within 24 hours of intake.

88%

C4. Inmates on suicide observation are seen
daily for assessment by a qualified MH

professional.

100%

C5. Inmates released from suicide watch are
seen by MH professional within 24 hours after

release.

100%

C6. Laboratory testing for patients on

psychotropic medications has been completed

83%

TOTAL SCORE INTAKE (C)

94%

Table 16

(29) Treatment:

Mental Health Services are available to all offemdat each Facility; qualified mental health

professionals provide these services.

BWCI:

63

Treatment plans were reviewed in April and agaidune. The review in April revealed several pusiti
developments, but the follow-up review indicatea@tththe progress was not sustained in all areas.

Staffing has remained consistent so the reasathi®could not immediately be determined.

In April, 80% of all the records reviewed had updite, properly completed treatment plans. In June

timeliness of reviews remained consistent; howether plans were often incomplete.

In April, 75% of the treatment plans reviewed wpreblem-oriented and patient-specific. Information




the plans appeared to reflect the psychiatrist medtal health clinician notes. In June, 10% ohgla
reviewed were problem-oriented and patient-spe@®®6 of plans had only one problem listed and 60%
merely quoted something the patient said duringetheounter that was not relevant to the reason the
patient was being treated. Examples include, “ljast having a problem with my STRD” (short term
release date) and “taking Paxil for depression.difidnally, the interventions listed in the planene
nearly identical in many of the records reviewedsgite significant differences in the actual clahic
presentation of the patients.

In April, 50% of treatment plans reviewed were updabased on progress made toward identified
treatment goals. This by far was the weakest akthough most clinicians included patient- specific
goals, adjustments were rare when patients weliegao respond to current treatment. In June, no

definite progress in this area could be determined

JTVCC:

As of 7/23/2009, no groups were being conductethercompound. However, the mental health director
reported that the mental health clinicians fad#itan average of three to four groups on the comgou
Group will resume in August 2009. Groups cover ¢epsuch as grief, forgiveness, depression, and
substance abuse. In addition to two weekly communéetings, four weekly groups are conducted in the
Special Needs Unit (“SNU”) by mental health climigs. Also, there is a daily group in the SNU,
facilitated by the activity aid. According to theernital health director, the psychiatric nurse cotsltmur
weekly groups covering subjects, such as substabase, psychotropic medications, and depression.
Currently, most of the SNU groups are conductedh@ classroom in the Medium Housing Unit
(“MHU"). Coordinating the use of the classroom fitre SNU groups with other parties remains a
challenging task. Community meetings are conduatethe common area on the SNU tier. The T1
building on the compound has been designated asisirty unit for inmates with mental illnesses, who
pose minimal risk to the safety of themselves dret. The SNU currently has approximately 40
patients, with a maximum capacity of 50 patientse 1 housing unit has approximately 35 patients

with a maximum capacity of 50 patients.

Ten SNU patients were interviewed to assess théafaction with housing and treatment aspectsteill
patients expressed satisfaction with access toahbaglth care. Not all of them, however, weressiatil
with the limited recreational time available. SNE&kidents receive 2 hours of recreational time a day
during weekdays. One SNU patient reported that SB&idents have far less recreational time than
inmates on the compound. He further stated that $&Hidents are being punished because they are
mentally ill.
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In order to assess mental health treatment, appaigly 20 additional charts were reviewed. In geher
inmates were seen for their routine mental healthgsychiatric visits. 85% of charts reviewed imigd
the required monthly visits for 2009. In one cds®yever, the inmate was not seen in 4 out of the 7

months since the beginning of 2009. In anothee dh® chart was missing 2 monthly routine visits.

Concerning psychiatric visits, 90% of charts reveewncluded the required psychiatric visits. In som
cases, inmates were seen sooner than the 90 daysetebetween psychiatric visits.

(30) Psychiatrist Staffing:

CMS reports on its July 2009 recruitment report #iBPsychiatry positions are filled.

When an inmate receives care from a psychiatrisieatal health clinician is present during thetvigi
take notes and document modifications to the treatmlan as needed. The psychiatrist overseesd\Vent

Health Treatment team meetings, which are condumésleen the psychiatrist, clinician, and inmate.

BWCI:

CMS reports on its July 2009 recruitment report tlhPsychiatry positions are filled. A psychiatris
currently scheduled on site approximately 20 hgatsweek and is provided Mondays, Wednesdays and
Thursdays. The psychiatrist does not regularlyi@pete in weekly staff meetings, but BWCI stafpoet
speaking with him about clinical issues on an infakrbasis. The BCHS Mental Health Administrator has
been charged to work with the CMS Regional Psydktaind Mental Health Director to ensure that the
psychiatrist at BWCI participates formally on atina basis with site mental health staff.

SCI:

SCl is currently staffed with one psychiatrist wbwersees all of the mental health services forsttee

He participates in the weekly staff meetings, whicheported in the Director’s log book. Stafficates
that the psychiatrist's presence at the meetings igen very beneficial. To expand coverage of
psychiatric services, on January 14, 2008, DOCdhaed a tele-psychiatry program. This program alow
the psychiatrist located in the Northern regioefaware to provide services to offenders at S@iuph

a video-conferencing system. CMS reports that aBdwurs a week of services through tele-psychiatr
are provided to offenders at SCI. With the re@aitition of on-site psychiatry hours at SCI, thedhéor
tele-psychiatry will decline. BCHS will conductstaffing analysis at all Facilities to ensure tloeits of

psychiatrist care are appropriate.
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HRYCI:
Per the July HRYCI staffing report, there is a fsfadychiatrist at HRYCI and there are two PRN (as

needed) psychiatrists.

JTVCC:

As of 7/23/09, there are 2 psychiatrists workinglB/CC. One of them works approximately 25 hours
per week and has been working at JTVCC since 108/.20he other psychiatrist works approximately 38
hours a week and has been employed at JTVCC sifid¥2008. The two psychiatrists have set
schedules and each one of them works the same hodrdays every week. The mental health director
reported that the psychiatrist, who is currentlyrkilng at Sussex Correctional Institution, is expeécto
provide an additional 16 hours of psychiatry tim@BV/CC starting July 27 2009

According to the mental health director, the futhé psychiatrist on the compound regularly partits
in weekly staff meetings and offers feedback onviddal cases and educates staff on psychotropic
medications. The compound psychiatrist participaiase a month in the minimum security MDT

meeting and offers feedback concerning mentallyatients.

(31) Administration of Mental Health Medications:

DOC has implemented a set of clinical protocold #ed forth laboratory tests required for patidrgsng
treated with psychotropic medications. A psycitaturse is assigned at JTVCC for the SNU housing
units. The nurse monitors psychiatric medicatipnsscribed to offenders in these units to ensure
continuity of the medications and evaluate potémside effects. All medication distribution, inding
psychotropic medication, is documented on the afiée's MAR. Additional monitoring of compliance
with policies and protocols relating to the admtir@son of mental health medications occurs through
guarterly DOC-CMS contractual audits and the Fgdliquality assurance process. In particulars¢he
tools are used to ensure that prescribed medicatitlmreceived in a timely manner. These processes
also used to monitor and improve medication coitin@dherence to daily medication administration

schedules, and the maintenance of appropriatelyrdented MARS.

BWCI:

Difficulties with effectively bridging inmate’s mézhtions when they arrive at BWCI continue. A revie

of records for recent intakes, acknowledged byrimntgvs with staff, indicated that inmates oftenfgpa

significant period of time before medications aeeumed. Further, when the offender then receives th

medications they are not the same medicationsweeg stabilized on in the community. In additiom, i

two records reviewed, the psychiatrist indicatediftended to order a particular medication on his
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encounter note, but never actually ordered the catidn on a physician’s order sheet. Therefore, the
inmates never received the medication. A trangonperror, not related to medication, was notedne
other record. The audit also revealed that medinatonsents were often not signed by the psycsiatri
(See also MOA Paragraph 4).

Psychiatric medications were renewed in a timelyymea and adjustments were made based on patient
report of symptoms. Bridge orders were routinedynpleted, however in each of the intake records
reviewed for inmates who were on non-formulary roatibons when they arrived, the inmates were
placed on a formulary medication after being segrthe psychiatrist. It was unclear if any of these

patients had been tried on these formulary medieatiin the past and failed treatment.

SCl:

The audit conducted at SCI showed that medicagoepwals were generally timely. However, when new
medications were started or changes to currentgatdins were made, the change did not result in the
offender being seen earlier than the standard 96. déhe only exception found to the standard 90-day
appointment, occurred when the offender was redebye medical staff or reported negative symptoms

prior to the 90 days lapsing. In these instant¢espffender was seen in a timely manner.

During both the Mental Health Treatment Adminisires independent audit of charts and the most tecen
quarterly contractual audit, there appeared to draesdifficulties with effectively bridging inmate’s
medications when they arrive at the Facility. Aiegwof five records for recent intakes, acknowletigg
interviews with staff, indicated that inmates oftgm for a significant period of time before medicas

are resumed. Further, when the offender receivedicatgons they are not the same ones they were

stabilized on in the community.

HRYCI:

There are significant problems with mental heabhtmuity of medication at HRYCI. Audits show a
majority of patients get good continuity of medioattherapy when admitted or transferred to HRYCI,
but there is a significant minority that do notong patients came from the psychiatric hospitah wit

current orders that were not bridged on intake.

JTVCC:

In the charts reviewed to evaluate the administnatbf psychotropic medications, 87% of patients

received their medications in a timely manner. Bpsgarting dates, and expiration dates were nated

the MARs. Not all the MARs, however, included thegzribing physician’s name. The psychiatrists
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appeared to be ordering the necessary labs. In sages, however, the medical staff did not protess
lab orders in the required time frame. In one cése,work was ordered in May 2009 and was not
completed as of 7/23/09.

The difficulties with bridging non-formulary meditens for new arrivals appeared to have eased since
the last monitoring visit. The mental health dioecand the psychiatrist reported that non-formulary
requests are being processed by the chief psyishiatthin 24 hours from the time they are requeste
Also, if a non-formulary medication was authorizette, the psychiatrist on site doesn’t need toideov

a rationale for prescribing it every time he newdenew it.

BCHS has authorized the CMS Regional Psychiatrgdar to conduct a pilot program at HYRCI to
stock non-formulary psychiatric medications basedise (rather than stocking based solely on whether
medication is on the formulary). BCHS will analyaay improvements to bridging of psychotropic

medications attributable to the pilot program tdrads bridging concerns at all Facilities.

(32) Mental lliness Training:

During the seven-hour initial training course retjag “Special Medical Topics,” DOC staff receives
instruction on various issues regarding mentaledgr The course is taught by a qualified health
professional from CMS. This training teaches DQ@&ff40 make observations based on mental health
needs and to request behavioral observation aedaéto Mental Health Staff when needed. Refreshe
training for this topic is provided every three yeawith the most recent training occurring in 2008
Further, additional training has been provideddibisecurity staff assigned to the JTVCC SNU, HRYCI
transition unit, BWCI Harbour House, segregatioitsuand Infirmary housing areas. Logs of employee
training and attendance are maintained by the D@I&ee Development Center, located at the DOC
Central Administration Building, and are availafde inspection.

BWCI:
All mental health staff and the psychiatrist at BWWtave completed the required suicide prevention
training. Training on DOC mental health policies;luding mental health involvement in the disciphiy

process, was provided to mental health staff dinedast monitoring visit.

The health care contractor did not provide spedciining to the SNU and infirmary staff at BWCI as
they did at the other sites. The BCHS Mental Healtiministrator is working with site mental health

leadership to assure that training occurs.
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JTVCC:

All staff identified in the audit received the rexpa suicide prevention training and refresher.

(33) Mental Health Screening:

As noted in the Screening and Treatment sectighisfreport, a mental health screening is perforored
each incoming inmate as part of the initial intakeeening. If an inmate answers “yes” to any doest
on the mental health portion of the screening,itineate automatically receives a mental health rafer
through the DACS system and assessment by a mieeddth professional within twenty-four hours.
Additionally, as is discussed in greater detaiblaend in I 10, the nurse performing an intakeestng
has discretion to refer an offender to mental heiélithe referral is believed to be necessary, dnehe

absence of positive responses on the mental haaition of the screening.

All inmates in the State are screened for mentalthe&onditions at intake.

(34) Mental Health Assessment and Referral

Any medical or mental health professional can rafeoffender to psychiatry. Additionally, any D@E
vendor staff can ask for a mental health assessifntet situation warrants. When a referral is matie
offender will be seen for a mental health assesgmdrich is to be completed within five to ten days
from the date of the referral. To assure confiddity, any self-referrals for mental health treatmh are
made through the sick call procedure. Random swadisick call pick-up logs and quarterly use o th
Audit Tool at all Facilities help ensure adequasponse times to sick call requests for mentaltineal

issues.

BWCI:

While referrals are generally being seen in a ymmabnner, documentation of clinical presentation of
mental health issues is rarely found. There are@ms regarding the content of the actual responses
Responses are given by checking boxes rather tivdoat narrative; this can lead to inappropriatela
inaccurate diagnosis and inferior treatment. In ohghe intake records reviewed, the referral was

dropped and never seen.

JTVCC:
Response time to referrals was slow at JTVCC. Thality of documentation was in need of

improvement and did not adequately discuss themzimental health picture.
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(35) Mental Health Treatment Plans:

Treatment plans are initiated by a mental healtfigssional at the first visit and reviewed at leastry
three months by the Mental Health Treatment te&ach Facility maintains a Mental Health roster that
lists each individual inmate who is receiving méfealth services, their diagnosis and current alent
health medications. The list also specifies thie ad the next treatment plan review scheduledttier
inmate to ensure that the reviews are performedtimely manner. Inmate mental health treatmeamsl

are maintained in the inmate’s unified medical rdco

BWCI:

Treatment plan progress at BWCI was not sustaime@lli areas. Timeliness of reviews remained
consistent; however, the plans were often incoraplé0% of plans reviewed were problem-oriented and
patient-specific. 90% of plans had only one probl&ted and 60% consisted only of patient quotes.
Interventions listed in the plans were nearly id=itin many of the records reviewed, despite ficgunt
differences in the actual clinical presentationtluf patients. Half (50%) of treatment plans rewddw

were updated based on progress made toward idehtiatment goals (see MOA paragraph 29).

SCI:

During the review conducted at SCI, it was discedethat the quality of treatment plans varied g th
Mental Health Clinician who was writing the report.While it appeared that some of the
recommendations made during recent trainings had baplemented (e.g. making them more problem
specific) the actual plans often failed to corregpdo the problems. 11% of records reviewed had

treatment plans out of date and one record hadeatnient plan.

In addition, the review of mental health sick aafjuests showed that responses to the requests were
generally timely. Actual responses, however, dit alovays address the concerns raised in the sitk ca
request for mental health services. There wereogpiate responses in some instances, but in okbsss

s0. The variable appeared to be related to the &liétgalth Clinician conducting the sick call enctain

One example of an inadequate response was wheffieader reported he was extremely anxious and on
the edge. The inmate was seen and his increaségtyamas noted, but the plan was to “continue menta
health program” and contact mental health as neetlieid response appeared to be typical of certain
clinicians. The findings of the audit were broughthe attention of the Mental Health Director feview

and action.
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HRYCI:

The CMS Regional Mental Health Director has ingtitbia procedure for clinical supervision. Treattmen
plans appeared more complete but intervention waslways appropriate in that there was little rafie

to remedy the identified problem. Progress noteevinadequate in their documentation. Physiciaitsvi
are better, with patients being seen approximagesry 90 days. There were delays with the firsitvi
with the psychiatrist.

JTVCC:

15% of charts did not include treatment plans. Aldittonal 10% of charts did not include current
treatment plans. In 53% of up to date treatmemplaviewed, the content of the treatment plans was
poor. Treatment goals and intervention strategieewot clearly written and some parts of the tneatt
plan form were left blank. Furthermore, the prokdeisted on the treatment plan were not specifis. F
instance, on one treatment plan the problem wdedsts: “Inmate remains medication compliant.” On

another treatment plan, the clinician defined ttabfem as: “Calm and stable, no distress.”

(36) Crisis Services:

When a crisis situation occurs, the inmate is imiatety assessed by a mental health professionass L
severe situations could involve an inmate who meguionly short-term monitoring or psychiatric
observation. The most extreme cases result inreéfand transfer to the Delaware Psychiatric Gente
(“"DPC”) or an acute care facility, as clinicallydicated. BCHS meets on a monthly basis with DR st
and DOC security to discuss the movement of DOCatesi1to and from DPC, in order to promote
continuity of care for the offender. When clinigaindicated, an inmate at the Facility who becoraes
risk for harm to self or others may require therdjgerestraints or involuntarily medication. A DOC
policy regarding use of involuntary medication wagmitted to the DOJ and approved. When these
measures are not successful in stabilizing the feybe inmate is transported to an acute careitabsp
DOC policies prohibit the use of administrativediliginary isolation in response to psychiatric

emergencies.

BWCI:

Two BWCI inmates were admitted to the Delaware Risytdc Center (DPC) since January 2009. Female
bed space continues to be at a premium at DPC 6otdtal beds). Although there are no patientsingit

to be transferred at this time, the limited bedcsplaas the potential to cause a backlog and solagsde
Steps have been taken to communicate these conethe court. During this reporting period, the

clinical staff from the forensic unit at DPC metthvijudges from Superior Court to ask for increased
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flexibility in sentencing in an effort to addressst concern. BCHS will continue to coordinate wiitle

court.
JTVCC:
Four inmates were transferred from JTVCC to DPGstabilization and treatment since the beginning of

2009.

(37) Treatment for Seriously Mentally Ill Offenders

Currently there are various programs for offendeith mental health needs that include screening,
assessment, routine mental health counseling (ooguron a monthly basis, at minimum),

psychopharmacological intervention with a review &ypsychiatrist at least every 90 days, group
treatment, SNU housing and psychiatric observafimm offenders who are either suicidal or have
decompensated to the extent that they cannot ledysafanaged in their normal housing unit. If an
inmate cannot be managed with mental health sercevided at the Facility, a referral to Delaware

Psychiatric Center is made.

BWCI:

Eight group and two community meeting sessiondaneg offered to residents of the special needs uni
No other programming is offered, contrary to staddaactice. The BCHS Mental Health Administrator
will work with Regional Mental Health Director, Riegal Psychiatry Director, and site mental health

leadership to increase available programming.

It was noted that inmates were generally seenmga for medication renewal. When new medications
were started or changes to current medications wexde, this typically resulted in the inmates being
seen earlier than the standard 90 days.

In April, discharge planning information was inckddin all the treatment plans reviewed. Clinicians
appeared to be aware of pending releases andeasgiatients with preparing for release. In June,

discharge planning was not accounted for in 22%hafts reviewed.
The review of sick call requests showed that respsrwere generally timely. Routine mental health

visits for inmates identified as mental health @atis occurred in a timely manner in 90% of cases

reviewed. Many patients were seen more frequerttigniclinical symptoms indicated the need.

72



SCI:

A review of the treatment at SCI indicated thatesemental health groups were being offered, one for
each housing unit. During the audit, the groupdagiused on anger management. The Mental Health
Director reported that the next round of treatmgi@ups would focus on grief and loss or parenting
issues. A review of records showed that the grmaips were not always filed in the offender’s cliaid

timely manner.

HRYCI:

There are still significant problems with qualitpdaquantity of services provided; requirements for
frequency and type of treatment are not being tneatfnent is not always individualized). Groups ar
attended, but a limited menu of services is befifigred. There is not a proper treatment spaceustics
are poor and conditions are less therapeutic becgusups are held in the lunch room. Noise from
overhead announcements disrupts activities. tetigan incident in the Facility, no programmiragars
because the unit is shut down. The clinician hagpead relationship with inmates and there is good

preparation for group sessions, but space and aamoging are limited.
JTVCC:

The SNU is fully staffed and there is procedure policy in place. There are five hours of prograimgn

per day. There is now a room for the psychiatastee patients privately.

(38) Review of Disciplinary Charges for Mental B85 Symptoms:

DOC has implemented a policy that requires meditaf to review the medical records of all offersler
who are placed in segregation. The policy requinas medical staff identify inmates placed in &imn

who have a history of mental illness. Once idedif a referral is made to mental health staff. nide
health staff must perform an assessment to ideatifycontraindications to the placement in segiegat

If any DOC or CMS staff member believes that anatefs mental health condition is related to or may
have contributed to his disciplinary charges, thmate is referred to a mental health professiooal f
assessment. The mental health professional pmveEmmmendations based on that assessment to the
security staff conducting the disciplinary hearingThe previous BCHS Mental Health Treatment
Administrator provided training to all mental héaktaff at the Facilities to ensure proper comgiéan
with this policy. Further, all Facilities have gt the process of using tracking logs to ensure

compliance with the policy.
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BWCI:
Charts reviewed indicated that security staff iske®g input from Mental Health staff when Mental
Health inmates are transferred to segregation. eNdrthe records reviewed revealed that inmateg wer

placed in segregation as a result of decompensatitailure to receive mental health care.

SCI:

A log of inmates moved into segregation, who weferred to Mental Health by security, is maintained
by the Mental Health Director. During the audinencharts were reviewed of offenders who had been
placed in segregation status which required méwalth review. Eight of the inmates referred wsaen
the same day and one was seen the next day. Weeeeno mitigating factors found in eight of thses.

In one case, however, it appeared that mentalth#mlicated the inmate was not able to participatbe
substance abuse program due to his mental conditidrtherefore should not have been given a sanctio
for his refusal to participate. It appeared frdma tecord that he may still have been made to sbeve
sanction despite this information. Further distrssvith the Mental Health Director revealed thiag t
opinion of the mental health staff and psychiatfsinged after the initial recommendation. AftatHer
review, they came to the conclusion that the offengas feigning mental ililness symptoms to avoid
participation in the program. This information wstsared with the security hearing officer. Although
their clinical opinion may have played a role ie thecision to require the offender to serve thetiam

the subsequent assessment and discussion werequohented.

HRYCI:

At this point, HRYCI patients with serious mentdheéss are reviewed by a qualified mental health
clinician prior to placement in isolation to detémm the extent to which the charge might have been
related to the mental health condition.

JTVCC:
Currently, disciplinary charges against inmate$i\s#rious mental illness who are placed in isahatice
not being reviewed by qualified mental health diains to determine the extent to which the chargg m
have been related to serious mental illness, amtktermine whether an inmate’s serious mentalsfine
should be considered by JTVCC security staff asgating factors when punishment is imposed on
inmates with serious mental illness. At this tireegurity staff does not send a request to metthhe
staff to review disciplinary charges against inrsatéth mental illness. However, security persoratel
JTVCC stated that they will conduct a comprehensaxdgew of the disciplinary charges process and
ensure that mental health staff review the chaagesprovide feedback as to any mitigating factangnv
punishment is imposed on inmates with serious nhélmess.
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(39) Procedures for Mentally 1l Offenders in Isid& or Observation Status:

As noted above, a referral is made to mental héaitbffenders placed in isolation who are curngnolr
have a history of, receiving mental health treatmelRor these offenders, rounds are performed three
times each week by mental health staff, which edsdbhe once a week requirement established in the
MOA. The Facility psychiatrist is required to rewi documentation regarding the mental health raunds
As is discussed in § 38, mental health staff comoat@s any concerns regarding contraindications to
segregation, and custody staff is required to ned@ppropriately.

BWCI:

In our sample, 90% of inmates on suicide obsermadi@ seen daily for assessment by a qualified ahent
health professional. The psychiatrist is seeingepts on observation 3 days per week (each day ae
BWCI). In all charts reviewed, the psychiatrisivsthe patient at least once prior to discharge, as
required. In most cases, inmates released frooideuivatch are seen by a mental health professional

within 24 hours of release.

JTVCC:

JTVCC is currently not consistently involving mdnkeealth in reviewing cases of patients placed in
isolation. Medical, however, does review thesesasior to placement. At this point, the issupeaps

to be that JTVCC does not inform mental healthnahinent transfer to segregation. BCHS is working
with JTVCC to have mental health informed of segtem placements at the same time medical is

informed.

(40) Mental Health Service Logs and Documentation:

As noted above, the mental health clinicians ahd@xility maintain a Mental Health roster listiagch
individual receiving mental health services, diagijgpmental health medications and dates for upogmi
mental health treatment appointments. The rosteuirently accessible by all mental health empaye
at each Facility. Further, the roster for all Fities is provided to the BCHS Mental Health Treatrh

Administrator for her review on a monthly basis.

BWCI:
The Mental Health roster is up to date and accuiaBWCI.
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JTVCC:
The Mental Health roster is up to date and accatidVCC.

SUICIDE PREVENTION

(41) Suicide Prevention Policy:

On November 19, 2007, DOC implemented its Suicidevéntion Policy. On May 9, 2008, DOC

submitted revisions to its November 19, 2007 pobtythe recommendation of the Monitoring Team.

The revised policy was approved and has been imgrieed. The policy for all sites was approved by the

Monitors/DOJ and is unchanged.

(42) Suicide Prevention Training Curriculum:

DOC worked collaboratively with the Monitoring TeaWMental Health experts to draft the Suicide
Prevention Training Curriculum and policy. Theraulum, at a minimum, addresses the DOC Suicide
Prevention policy, the ways in which the Facilitpjv&éonment may contribute to suicidal behavior,
potential predisposition factors to suicide, higgk rsuicide periods, case studies of recent suscatel
serious suicide attempts, and proper use of emeygequipment. Upon approval from the DOJ, the
DOC implemented its Suicide Prevention Refreshairiimg curriculum. The training was offered online

to the security staff along with medical and mehtlth staff that also required the refresheningi.

The curriculum was approved for all sites and t@deen changed.

(43) Staff Training:
The DOC Action Plan states that Suicide Training] taé provided to the entire DOC security staff by

January 1, 2008. As of the date of this reportjlfas report that all security staff availablen@vailable
staff include those who have been out on militagve or extended medical leave) have received the
required training. Courses are ongoing, and wilittwe to be provided to all new hires after erigti
staff is trained. Each Facility training coordinator maintains trairecords. Copies of the training
records are also sent to CMS to record medicalnaewtal health staff attendance of Suicide Preventio
training at all Facilities. Additional copies dfe training records are maintained at the DOC @éntr
Administration Building by the BCHS Senior Fiscadrinistrative Officer, and are available for the

Monitoring Team'’s review.
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BWCI:
In our sample, all staff members at BWCI had atéehsuicide training and were within the time stadda

for initial or refresher suicide training.

SCl:
In our sample, all staff members at SCI had attdrsigcide training and were within the time staddar

for initial or refresher suicide training.

HRYCI:
In our sample, all staff members at HRYCI had atézhsuicide training and were within the time

standard for initial or refresher suicide training.
JTVCC:
In our sample (83 staff members), all staff membexd attended suicide training and were within the

time standard for initial or refresher suicideniag (7 were exempt from training due to positiiieX.

(44) Intake Screening/Assessment:

Currently, the DOC uses an intake screening thagrsoall of the required areas listed in the MOA.
mental health assessment is provided for thosermativhose screening indicates any positive antwer
the screening tool. As noted in paragraph 10,taymtirformed by BCHS indicate that intake screening

are performed in a timely manner as required by [POIy.

100% of patients at all facilities are screenediiental health concerns, including suicidality.

(45) Mental Health Records:

An inmate who reports a significant medical or naénhealth history or recent mental health

hospitalization at intake is asked to complete laase of information form. The medical and mental
health staff requests the relevant medical docusnieom outside providers. The CMS medical records
staff is responsible for forwarding the requestdocuments to the appropriate health care Proger(
Once received, the records are filed with and becarmart of the inmate’s unified medical record

is currently working to improve the process of atitag relevant information from the outside provisle

BWCI:

Overall, mental health records were found to berlgoorganized and frequently misfiled. 67% of

records reviewed for patients recently on psycigiatbservation had notes related to their staffdfiin
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different sections of the same record. One of tlesets also had so many notes in the “psychiatry”
section that a new section was started in a diftdlaration of the same record, with the same meadi
Records from community providers appear to have beguested routinely, but are obtained about 50%

of the time.

JTVCC:

Mental health records were not always filed in thental health/psych section of the medical records.
This problem was evident when reviewing the chaftmates who required psychiatric observation. In
59% of charts of inmates who spent time under gayeh observations, the psychiatric observation
records remained in the infirmary section of tharth In the other 41%, the psychiatric observation
records were filed in the mental health/psych sectif the chart. Of the charts reviewed to ast®ss
timeliness of MARs filing, 13% of the medical rederdid not include May 2009 MARs. Progress notes,
physician orders, and other mental health recoet®e wot always filed in a chronological order.sbme
cases, the medical staff noted that pharmaciescaninunity providers did not confirm an inmate’s
mental health history or verify psychotropic medimas. Not all charts, however, included the inrsate
consent to release such information or evidence aharitten request was faxed to the community

provider.

(46) Identification of Offenders at Risk of Suicif@g47) Suicide Risk Assessment:

When an inmate is identified as at risk for suicithe® inmate is kept under constant supervisiomtate

health/medical is contacted immediately and an rorsleobtained to place the inmate on psychiatric
observation. The inmate is also assessed by digdahental health professional as soon as passibd

no later than twenty-four hours after the risk baen identified. Due to the seriousness of riskuagide,
CMS has implemented a policy that requires thab##inders who are placed on suicide precautions be
immediately placed on a high level of observatiodnly after a direct face-to-face interview with a
mental health clinician or psychiatrist and appiaterreview of the offender’s mental health hisfamsil

the clinical determination to downgrade the leedicide precaution status be authorized.

BWCI:
The psychiatrist at BWCI makes rounds in the infirjn3 days per week. Also rounding in the infirgnar
are the Clinical Supervisor and site Director. 2@tecords reviewed for psychiatric observation i

have discharge orders in the record.
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SCI:

At SCI, the psychiatrist currently makes roundshi@ Infirmary four days a week. Also rounding e t
Infirmary is a PhD staff member who is licensedhat master’s level, the Site Director, and a Lieehs
Clinical Social Worker. An audit performed by theOD Mental Health Treatment Administrator
indicated that assessments were being performeglytiand generally completed by the psychiatrist.
Further, when admissions occurred on the weekehdspffender was seen by another member of the
mental health staff and the assessment was cordgigtéhe psychiatrist upon his return on Monday. A

review of the assessments indicated that they e@rglete and appropriate.

HRYCI:
There is not daily psychiatric coverage in thermfiry at HRYCI; when there is coverage, theretikeli
continuity as it is a different provide each timehe pharmacy room is now an interview room buteghe

is inadequate privacy.

JTVCC:

The psychiatrist makes rounds in the infirmary 4sdper week. Also rounding in the infirmary is a
licensed psychologist one day a week. On weekandstal health clinicians round the infirmary. On
7122/09, 3 patients were under psychiatric obsemathen a BCHS Monitor toured the infirmary anH al
3 patients were dressed in suicide prevention gov@izarts of inmates who were placed on psychiatric
observations over the last 2 months were revie®8& of patients received the required daily and pos
discharge visits. One daily visit was missing frorme chart and 2 post discharge visits were midsarg
another chart. In two cases, treatment plans wetel@veloped prior to releasing the patients from t

infirmary.

(48) Communication:

All steps taken relating to inmate suicide preamsdi are documented by the CMS and DOC staff
responsible for carrying out those steps, and begoant of the inmate’s unified medical record. t4ul
disciplinary team meetings are also conducted weekly basis regarding the inmate’s stability ameirt
status on suicide precautions. Offenders are aanhdraded or discharged from suicide precautioiis un
the responsible medical and mental health caré lstaf thoroughly reviewed the inmate’s health care
record. Mental health staff is instructed to dgscyatient progress with custody staff when making

decisions regarding downgrade or discharge of ehten status.
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BWCI:

At last report, mental health staff was meeting hwithe DOC Treatment/Counseling staff.

JTVCC:
At last report, mental health staff was meetindwite DOC Treatment/Counseling staff.

(49) Housing:

Pursuant to DOC policy, all cells used to houserafers on suicide watch are visible to correctigiei
and steps have been taken to improve suicide aesistin cells used for this purpose. For example,
breakaway sprinkler heads have been installed lis csed for suicide watch. Mental Health staff
determines the level of restriction (what itemsranate may have in their cell) that is appropriatethe

inmate based on clinical judgment.

BWCI:

Unchanged from last reporting period.

SCl:

Space remains limited in the Infirmary, and therefmffenders on suicide watch are being held on
overflow housing. A review of the logs, howeverdicates that the required level of monitoringhedde
offenders is occurring as required by DOC policgnsiards. As noted earlier, expansion plans are

ongoing and will include additional appropriateiimfary cells.

HRYCI:
Suicide watch cells are appropriate and withindaad. There is one cell where the floor toilet hasn

converted to a stainless steel suicide-resistapt.to

JTVCC: Suicide cells are appropriate and withimdtad. There have been no changes since the last

report.

(50) Observation:

At the highest level of psychiatric observatiorfeoflers are observed on a constant basis. Offemaer

all levels of psychiatric observation will also blkeserved on a constant basis while bathing andrghav
All other offenders on observation are monitoredeast every fifteen minutes by correctional staftl

during each shift by medical staff. A physicianfpans a physical assessment whenever an inmate is
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placed on observation. Further, mental health atHesses and interacts with all offenders onhpatrc

observation status on a daily basis.

Suicide observation policy is in place at all siesl offenders are observed per policy.

(51) “Step-Down Observation™:

DOC policies and procedures require step-down $ewél observation be used when offenders are
released from suicide precautions. All offendarspsychiatric observation can only be downgraded or
removed from observation status with an order feofitensed psychologist or psychiatrist. Follow-up
assessments are conducted initially within tweoty-f hours following discharge from suicide
precautions and subsequently as clinically inditaie the individual treatment plan. The DOC-CMS
Audit Tool is used to ensure compliance of appwtprsuicide observation and follow up treatmenalbn

offenders who were on observation status for tregtqu prior to the audit.

BWCI:

Step down observation was generally conducted apigtely in records reviewed.

SCI:

An audit of charts indicated that offenders reldakem observation status, were followed timely and
appropriately. Further, many were followed momgtrently than what is required by DOC policy and
the psychiatrist continued to closely monitor tifierder.

HRYCI:
HRYCI is doing well with post discharge follow uput improvement is needed with 7 and 21 day
follow-up. There continue to be problems with agprately triaging patients for PC&atus, with some

being inappropriately triaged at too high or tow la level. This is particularly a problem overrtigh

JTVCC:

It was evident from reviewing the medical recorfid® released psychiatric observation patients tthet
psychiatrist and mental health clinicians are zitilj the step-down observation policy. The review
revealed that patients were released gradually fitvenmore restrictive levels of observations tcsles

restrictive levels of observations prior to disajiag them from suicide precautions.
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(52) Intervention:

This topic is covered under the DOC’s response itet FAId/CPR training and Suicide Prevention
Training (1 28).

(53) Mortality and Morbidity Review:
Current policy requires a mortality and morbidilyf &nd M) review to be accomplished in the evena of

suicide, death or a serious suicide attempt. Rmisto DOC policy, the review is conducted at the
Facility within 30 days of the event. At minimurtine Warden (or designee), DOC Medical Director,
CMS Regional Medical Director, HSA, DON and site dital Director will attend the review. The
Office of Medical Examiner conducts a Post Mortesmitopsy) on any offender death. The report, if
available, is provided for the review. A membertlod Medical Society of Delaware attends the review,
and submits their report to the review board tosaer in its findings. Mortality and morbidity regis

are completed as indicated, are maintained at @€ Central Administration Building, and are avaliéab
for review by the Monitoring Team. BCHS conductsl @oordinates the reports generated by the M and
M review. The process is being refined to bettegdathose issues that may be systemic in naturedier

to address any deficiencies found.

BWCI:

M&Ms are occurring per policy.

JTVCC:
M&Ms are occurring per policy.
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QUALITY ASSURANCE

(54) Policies and Procedures and (55) CorrectiviioAdPlans:

DOC policies address a number of quality assurgmoeesses. The Quality Improvement Program is
being developed by the BCHS Quality Assurance Adstristor. The Quality Assurance Administrator is
working with each Facility HSA and Regional Manager implement and maintain a Quality
Improvement Program. Each site has implementeadity Quality Improvement Committee. The
Facility holds monthly meetings to identify, anadyand correct problems that may impede the quadity
inmate health care. Each Facility has identifiednmittee members and assigned specific teams to
conduct CQI studies in their respective areas. Haality Committee members also address any areas
requiring corrective action as a result of the D@@arterly contractual audit and internal auditshe T
Facility Quality Improvement Committee will meet anmonthly basis to discuss its findings and issue
corrective action plans when appropriate. Minaesrecorded at every meeting. Meeting minutes and
CQlI results are shared at monthly staff meetinge, MAC meetings, Quarterly Statewide level CQI

meetings, and DOC Statewide Quality Committee.

The Statewide Quality Improvement Committee reviewglementation, maintenance, and monitoring of
guality improvement programs at the Facilities.e TPl Committee meets on a quarterly basis, revadivs
minutes and quarterly reports submitted by thelida®| committees, and makes recommendations to
the Commissioner of Correction as necessary. E€grtAn annual report will be generated to the
Commissioner summarizing areas that have been iragrin the past year and those which need
improvement. DOC and CMS have formed the comnsti@ethe Facility and State levels and are
continuing with the QI process. Adjustments antlaertements to the QI process at each Facility are
ongoing. With the addition of the BCHS Quality Assnce Administrator and Medical Director, DOC
will begin to focus on various areas of the QI g and implementation of action plans in additeon
the process being performed by CMS. The previoualiQ Assurance Administrator compiled the
contractual audit tools; as discussed above, thesbeing incorporated with comprehensive QA ttmls
address each area of the MOA. The finalized QAstame to comply with DOC Policies as well as
NCCHC standards. The Monitoring Team has beenigedvcopies of the contractual audit tools for
solicitation of their suggestions. Copies of theiftg QI Committee minutes are maintained at tHd$C
regional office and statewide QI Committee minudes maintained at the BCHS offices. Both sets of

documents are available for review at the Moni@flieam’s request.
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BCHS currently uses the FADE Quality Improvementddiofor CQI, a methodology whicfocuses,
analyzesdevelopsgexecutes anavaluates selected processes in an effort to comiisly improve quality
of services. BCHS will use the FADE Model to defiand fix problems in health care services and

delivery processes at individual Facilities andeyswide.
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CONCLUSION

DOC continues to develop and build the infrastrietuecessary to assure that health care servithe in

Delaware correctional system meet or exceed catistial standards, thus satisfying not only thee&a
own requirements, but also the requirements ofeteral laws enforced by the DOJ. By reorganizing
the Office of Healthcare Services into a Bureaofrectional Healthcare Services and by funding and
supporting the numerous compliance efforts sumredria this Report, the State has demonstrated that:

e the State of Delaware and DOC are committed to tamimg the improvements made in
correctional health care services;

* substantial resources and time have been and oentin be devoted to developing a
multidisciplinary team of professionals to oversiee provision of offender health care; and

 DOC is committed to changing its organizationatund to facilitate further improvements in the

delivery of correctional health care services.

BWCI and SCI exemplify the results of DOC effortsscomply with the MOA and to provide offenders
care required under the Constitution. While imgrent is needed in some areas at these two $ites, t
overwhelming trend is toward substantial compliandth the standards set forth in the MOA (many of
which undeniably exceed the baseline required uttgeiConstitution). JTVCC and HYRCI still have
much room for improvement, although new additiamsnental health staff at JTVCC are promising and

improvements to services are expected.

The challenge now is to allocate DOC resourcesnmaner that produces the maximum possible value
from these investments. The benefits of the nooiniy and technical assistance provided under the
MOA have been largely realized, and are now outhaigby the time and resources consumed. The
manpower and capital required under the MOA aratgend meeting those requirements interferes with
the ability of BCHS to perform its primary missionThose resources would now be better spent on

developing and sustaining improvements.

DOC believes that federal oversight, paired witreasparent and cooperative effort by the Statekedd

in Delaware for the benefit of the citizens bothvggmments serve, and can be viewed as a model for
other correctional systems. The time has comeghiewy to release the State to move forward with its
own monitoring, to allow DOC to focus on improvingality of care, rather than responding to the

demands of frequent and time-consuming outsidetgudnd to further develop its own capacity to

deliver appropriate health care services in th@®ate correctional system.
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